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PREFACE 


The realisation of the social objectives enshrined in our Constitution has 
been sought to be secured through the national planning process. With the 
successive Five Year Plans, and the sustained efforts at implementation, we 
have achieved a significant improvement in the health status of the people of 
our country. The mortality rate has declined from 27.4 (1941-51) to an estima- 
ted 14 (1980). The life expectancy at birth has gone up from 32 years (1951) 
to over 52 (1980). The infant mortality rate has come down from 135 (1973) to 
125 (1978). Plague, which was a common killer disease, is not heard of now. 
Smallpox has been eradicated. Malaria which, prior to 1950, used to take a 
heavy toll of about 8 lakh lives, with an incidence of about 7.5 crore cases 
a year, has been controlled to a large extent, the incidence having fallen to 
24 lakhs and less than 200 deaths in 1980. 


In spite of these various mentionable achievements, the health care system 
in the country continues to suffer from several. deficiencies. Many eradicable 
diseases like Tetanus, Polio, Goitre, Tuberculosis, Leprosy, Blindness, Guinea 
Worm, etc., which could be by and large eliminated, still have fairly extensive 
incidence in the country. Diarrhoeal diseases continue to be a menacé, 
accounting largely for the high rate of infant mortality which has dropped by 
only 10 points in the last three decades. Most of our villages do not still 
have a source of safe drinking water supply, resulting in the prevalence of a 
variety of water-borne diseases. Also, there are serious locational and quali- 
tative imbalances in the services provided to the various sectors of the 
population. 


The health care measures formulated and implemented in the successive Five 
Year Plans have generally been based on the approaches recommended’ by the 
Bhore Committee (1946) and the Mudaliar Committee (1961). However, in recent 
years, there has been considerable rethinking on the social, economic, techno- 
logical and philosophical aspects of the health services structure in the 
country. There has been growing public dissatisfaction with the existing 
pattern of medical education and the health services delivery structure, with 
their high emphasis on hospital-based curative services, development of specia- 
lities and super-specialities which, in practice, restrict the coverage of 
services mostly to the urban areas and the well-to-do classes. Most of our 
medical graduates rush to seek higher qualifications and, thereafter, naturally» 
look for comfortable and attractive assignments. However, even the specialist 
services are imbalanced, there being sustained shortages in essential branches 
like Radiology, Anaesthesiology, Pathology, Microbiology, Nephrology, etc. 
While there has been an excessive pre-occupation with the promotion of clinical 
and curative departments, a network of emergency and accident services, which 
would benefit one and all, has not been sufficiently developed. The concept of 
health in all its manifestations, with adequate emphasis on the preventive, 
promotive and rehabilitative aspects, is still to be made operational. 


t of its sustained devaluation vis-a-vis other growing pec 
+ oy lth has become almost unknown as a discipline. = 
ot we es d neglect of public health administration almost all over 
tay wa cn numerous, avoidable consequences of ill health. 


ail 
ini i t that the needs of the many must prev 
Prime Minister has pointed ou 

Sida of the few. In this context, our tribal, rural and remote areas, 
vat slums and the economically backward classes need much better attention 


than that they have been receiving. 


India is a party to the universal commitment to secure Health for All by 
2000 A.D. Planned fertility regulation is also sought to be achieved, to 
secure a growth rate of 12 per thousand, by the turn of the century. Uncont- 
rolled growth would negative all progress not only in health but also in the 
various sectors of the national economy. 


An investment on health is investment on man and on improving the quality 
of life. As such, the improvement in the health status of the people has to be 
considered in its totality, as a part of the overall strategy of human re- 
source development. Linkages have necessarily to be established with inte- 
grated rural development, education, social welfare, agriculture, industry, 
transportation etc., to ensure the success of programmes for protected water 
supply, environmental sanitation and hygiene, nutrition, health education, 
family planning and maternity and child welfare etc. For example, an increase 
in the rate of female literacy is bound to have an impact on family planning, 
as has been witnessed in other countries. Similarly, diseases of various kinds 
could be reduced or eradicated through potable water supply in every habita- 
tion. The objective of Health for All can be secured only through a 
highly coordinated and integrated approach, involving all related sectors. 


With a view to evolving a national strategy for securing the objective of 
Health for All and to identify specific programmes for the VI Five Year Plan, 
efforts were launched as early as in February 1980. All related Departments, 
viz. Social Welfare, Education, Works and Housing, Rural Reconstruction, Drugs 
etc., were involved in discussions along with the representatives of the Indian 
Medical Association, ‘voluntary organisations in the field of community health, 
social scientists, planners, economists, demographers, etc.,as well as selected 
representatives from the States and Union Territories. After the various impor- 
tant issues had been identified, I established five Sub-Groups to go 
into and make considered recommendations on the Meaning of Primary 
Health Care in the Indian context, Role of Voluntary Organisations, 
Community Participation, Health Services Structure and Inter-Sectoral Co-ordi- 
mation. Each of these Sub-Groups had as members eminent medical scientists 
and other experts. A copy each of the Reports of these Sub-Groups is annexed. 
The Joint ICMR-ICSSR Study Group had also been established by the Indian 
Council of Medical Research and the Indian Council of Social Science Research 
to evolve alternative strategies for Health for All. 


In this background 
ning Commission to iden 
2000 A.D. 


» a Working Group on Health was constituted by the Plan- 
atify in programme terms, the goal for Health for All by 
» and to outline, with that perspective, the specific programmes for 


the Sixth Five Year Plan. 


The Working Group, besides identifying and setting out the broad approach 
to planning for the Health Sector in the next five years, has also evolved 
fairly specific indices and criteria to monitor and assess, in quantifiable 
terms, progress achieved in the various crucial sectors, as a result of efforts 
to be made. The achievement of the various targeted goals would symbolise the 
practical extent to which we can secure Health for jll in the country by 
2000 A.D. 


I am confident that the Report in the pages following as well as the five 
Sub-Group Reports, also annexed, would provide useful material to all those 
involved, individually and collectively, in the national health effort. 


I am grateful to all the eminent experts who gave freely of their time to 
enable the Working Group to produce this report. I also appreciate the efforts 
put in by my officers in supporting the functioning of the Working Group. 


(KRIPA NARAIR=OO OS™ 


Secretary to the Government of India 
Mintstry of Health and Family Welfare 


New Delhi and 
25th March, 1981 Chatrman, Working Group on Health 


RE PORT OF 
THE 
WORKING GROUP 
ON 


HEALTH FOR ALL BY 2000 A.D. 


Introduction 


The Working Group on Health was constituted by the Planning Commission 
with Shri Kripa Narain, Secretary, Ministry of Health and Family Welfare, as 
its Chairman, vide No. HIL-1(1)/80 dated 18th July, 1980. The members of the 
Working Group were indicated by the Planning Commission, but further co-op- 
tion was left to the Chairman. A list of those who participated is at 
Annexure I. The terms of reference of the Working Group were: 


Lsineke review the current health status keeping in view the physical and 
qualitative implementation of Plan programmes, short-falls and defi- 
ciencies and measures for rectifying them. 


2. To evolve Plan outlines for 1980-81 to 1984-85 for the Health Sector. 
programmes and suggest measures, including inter-sectoral support and 
community participation, so that the foundation is laid for achieving 
Health for All. 


3. To suggest specific programmes to benefit rural, tribal/backward 
areas and weaker sections/slum dwellers and to review the healtt 
component of the Minimum Needs Programme. 


2. The Secretary, Ministry of Health and Family Welfare, had earlier called 
two meetings in December 1979 and February 1980, to go respectively into the 
population issues and the means of achieving the objective of Health for All by 
the year 2000 A.D. The reports of the Sub-Groups constituted at the meeting in 
Feb. 1980, alongwith the draft report of the Study Group set up jointly by the 
Indian Council of Social Science Research (ICSSR) and the Indian Council of 
Medical Research (ICMR) entitled "Health for All: An Alternative Strategy" were 
available to the Working Group on Health. Many of the participants at these 
forums were associated with the Working Group on Health for All by 2000 A.D. 


5 This Working Group on Health held four meetings~ under the Chairmanship of 
Shri Kripa Narain, Secretary, Ministry of Health and Family Welfare, Govt. of 
India, New Delhi. The report in the paras following was evolved on the basis 
of the valuable ideas and suggestions that emerged during the lengthy delibera- 
tions and interaction among the members of the Group. The Group expects that 
its report will be seriously examined by the various States/Union Territories 
and all other concerned organisations to evolve suitable, viable strategies for 
the implementation of health care programmes to move towards the goal of 
"Health for All by the year 2000 A.D." in India. 


4. At the very outset, the Working Group on Health recognised that the multi- 
dimensional development of the human being and the integrated, planned develop- 
ment of his surroundings, shouki be the core objective of all developmental 


of health care is crucial in such 4 development 
process. While sound health in all respects — physical, social, anibeb pay 
intellectual and spiritual - is an important and inescapable pu 
into any other developmental or productive activity, it is also, at the a 
time, the result of synergistic action among all other such activities. S 
involves the laying of long-term perspectives with short-term population goals. 
Also, proper health care being a matter of daily personal action of individuals 
and families, the upgradation of knowledge and individual skills with community 
orientation and participation, become inevitable. The emphasis on health 
should also shift from disease and disability cure to the care aspects and 
recognise the due importance of all aspects of the health system - preventive, 
promotive, curative and rehabilitative. India is a signatory to the Alma Ata 
Declaration, committing itself to achieving Health for All by 2000 A.D. India 
is also a signatory to the South East Asian Charter on Health. The Working 
Group kept these commitments in view, while evolving its recommendations. The 
Working Group also duly considered and took into account the recommendations 
of the earlier groups constituted by the Ministry of Health and Family Welfare, 
from time to time. The Report contains a variety of inter-related recommenda- 
tions, setting out objectives, strategies and operational goals which are 
considered feasible in the obtaining conditions. The report in the paras 
following, avoids rhetoric, and has not included the narration and the argumen- 
tation leading to the inferences and conclusions. It is basically aimed at to 
set down the parameters of the problems and the specific tasks and targets and 
to state, in the simplest terms but with the full belief, that the goal of 
Health for All as spelt out here is an achievable one, given the sustained will 
and the supporting efforts to implement the indicated tasks. 


efforts. The role 


cultural, 


Objective 


ae The fundamental objective of the State and national health plans should be 
to organise and provide universal primary health care and medical services to 
all sections of the society with special attention to the needs of those living 
in the tribal, hilly and remote rural areas. Special plans should be prepared 
to service such areas. The public health, preventive, promotive and rehabilita- 
tive aspects of health care should dominate over the purely clinical, hospital- 


oriented services. To achieve this end, concrete action plans would have to be 
devised and implemented. 


5.1 Extensive exercises have been carried out by the Ministry in regard to the 
nature of changes required to be brought about in the health services structure 
in the States and Union Territories. The reports of the 5 Sub-Groups (appended) 
were forwarded to all the States/Union Territories in March 1980 and a national 
level meeting was specially convened in April 1980 to urge all the State 
Governnents to carry out the requisite exercises to frame well-considered plans 
for aciieving the objective of Health for All by 2000 A.D. They were specially 


urged to give practical shape to the Prime Minister's exhortation that the 
needs of the many should prevail those of the few". 


5.2 In formulating future plans 
would require to devote very s 
4 minimum package of services whic 


and programmes, the States/Union Territories 
pecial attention to organising and providing 
h, ~nter-alia, must include: 


10 


1. Universal provision of promotive, preventive and basic curative 
services. The preventive and public health aspects shall have to be 
secured through well-organised programmes of health education, 
specially in regard to prevailing health problems. 


2. Organising special plans to provide health care including family 
planning to the vulnerable groups t.e. children and pregnant women. 


3. Prevention and control of endemic communicable and non-communicable 
diseases 


- through immunisation (EPI target diseases) ; 


- through appropriate measures (Leprosy, Tuberculosis, Goitre and 
curable blindness) ; 


- interruption of transmission of vector-borne diseases (Malaria, 
Filaria and Kala-azar) ; # 


- reduction of diarrhoeal-diseases-mortality through application of 
oral rehydration therapy and of intestinal parasitic infestation 
morbidity through enforcement of appropriate community measures. 


4. Activities directed towards the promotion of food supply and the 
improvement of nutritional status. 


5. Provision of protected water supply and sanitary disposal of excreta. 


6. Population education to enable people to appreciate, adopt and cons- 
ciously practise the small family norm as part of the way of life. 


6. The Health indicators/targets as given in Annexure II have been finalised 
by the Working Group after detailed deliberations with the concerned experts, 
and taking into account the exercises made in this connection by the sectional 
heads in the Ministry. It is recommended that the country should aim to achieve 
these to attain the overall objective of Health for All by the year 2000 A.D. 
For each State, Union Territory and area, these indicators/targets would have 
to be further broken up into concrete figures, taking relevant data and local 
conditions into consideration. 


Revised Minimum Needs Programme 


Tt Realising the need to develop a comprehensive national health policy and 
to create an alternative model of health care service, keeping the objective of 
Health for All by 2000 A.D. in view, the Group felt that the existing health 
care delivery system should be restructured so as to integrate the promotive, 
preventive and curative aspects at all levels of primary health care. Subject 
to the local topography, density of population, transport systems etc., the 
following model of health services structure is recommended. Each State/Union 
Territory would have to undertake careful exercises to review the available 
structure and to adopt the recommended model with such local variations as may 
be required, to adequately meet the local requirements. 
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For each District 
District Health Centre with specialised curative services and public 


health experts, 


For each Sub-Division/Approximate 5 Lakh populatton 
A sub-Divisional Health Centre with epidemiological wing attached to it. 
‘ 


‘ e 
For each Block/one lakh population 


A Community Health Centre with specialised medical care services in Gynae, 
Paediatrics, Surgery and Medicines (out of the 4 non-specialised doctors, 
one may be drawn from any of the locally accepted traditional systems of 
medicine and one should be a public health man). The recommended staff- 
ing pattern for the Community Health Centre is given in Annexure riz. 


! * 
For 30,000 population (or 15,000-20,000 in the case of hilly, trtbal, 
sparsely populated or desert areas) 


A Primary Health Centre (PHC) fully equipped to render preventive, promo- 
tive and curative services. The staffing pattern is given in Annexure 
III A. 

f 
For 5,000 population (or 2,500 population in the case of hilly, tribal, 
sparsely populated or desert areas) 


One Sub-Centre having one MPW(F), MPW(M) and one part-time attendant. 


i 
For each village/1000 population (or 500 population in the case of hilly 
and tribal areas or sparsely populated or desert areas) 


One Health Volunteer preferably Female, Ex-Serviceman, School Teacher, 
Village Vaidya or Village Dat, etc. 


7.1 The objective should be to adopt a decentralised, participatory approach 


involving the community intimately in the planning, implementation and mainte- 
nance of the health services. 


Recommended Guidelines for the Establishment of PHCs and Sub-Centres 


8.1 The Group accepted the fact that no patent guidelines would be appro- 
priate or relevant ~in so far as the establishment of new PHCs/Sub-Centres is 
concerned as the situation varies not only from State to State but even from 
PHC to PHC within a district. However, taking all aspects in view, the Group 
recommended the following guidelines, for adoption after local modi ficati 

as per actual requirements: a 


1. The proposed Community Health Centre and the new PHCs may be establi- 


ork: upgrading the existing PHCs and Dispensaries (Allopathic/ 
raditional Systems of Medicine) respectively, in the rural areas. 
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2. At present a good number of PHCs are located at Tehsil/Sub-Divisional/ 
Taluka headquarters which also have hospitals. Such PHCs may be 
shifted to the interior rural areas. 


3. The District Hospitals should be converted into District Health 
Centres. 


4. Barring cases of indigent patients for whom services and care at all 
levels of the structure should be totally free of charge, each State/ 
Union Territory should evolve a graded system of payments related to 
the socio-economic levels of the beneficiaries for diagnostic tests, 
indoor hospital treatment, etc. This shall be enforceable from the 
level of District Health Centre upwards to the highest specialised 
Centre. Consequently it shall be necessary and obligatory for each 
State/Union Territory to enforce a strict system of referrals, commen- 
cing from the Community Health Centre level. However, depending upon 
the nature of the ailment and the kind of treatment necessary, the 
Specialist at the CHC may refer a patient directly to the State 
level hospital or the nearest/appropriate Medical College Hospital, as 
may be necessary, without the patient having to go first to the Sub- 
Divisional or the District Health Centre. 


5. One of the 3 doctors at the CHC level may be from one of the locally 
acceptable traditional systems of medicine and one of them must 
possess Public Health qualifications and experience. 


6. As difficulties may arise in securing the services of an adequate 
number of Specialists for the CHCs, it is recommended that, in the 
initial stages, the gap may be filled up by having specialised train- 
ing imparted to the graduate doctors in each concerned field. State 
Governments should plan their requirements of training in this regard. 


9. Adequate and effective provision of primary health care services should be 
made in the urban slums. Each urban slum, with a population of 5,000 or more, 
should have a Health Post which would form an extension of the hospital located 
nearest to the slum area. The Post should be manned by an Auxiliary Nurse Mid- 
wife residing in the locality nearest to the slum and be assisted by two near- 
est located lady social workers. 


10. To be implemented, the above recommendations would involve considerable 
augmentation in the existing health infrastructure. The additional require- 
ments of manpower and other facilities required to be developed by the year 
2000 A.D. would, therefore, require to be phased out, Plan-wise and annually. 
Taking the country's needs in view a macro-level phasing has _ been done, which 
may be seen in Annexure IV. It would be urgently necessary for each State/Union 
Territory to undertake suitable exercises to evolve a phased action plan, taking 
into view what already exists on the ground and what would be required to be 
established by 2000 A.D. 


11. Apart from fulfilling the needs arising from the establishment of the 
proposed new centres, the backlog of the previous Plans will also have to be 
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made good. This is estimated to involve a specific outlay of ns.) 096: 
the Sixth Five Year Plan (See Annexure V). Out of this a sum of Rs.l, on cs 
approximately is estimated to be spent on construction activity rosea te Sh 
the financial constraints in view, efforts will have to be made to e ective y 
mobilise community participation on a progressive basis to share the burden o 


the cost of construction. 


s relating to the Minimum Needs Programme, 


12. In respect of the other target 
: 25% coverage during the year 


efforts should be made to at least achieve 
1980-85. 


Water Supply and Environmental Santtatton 


13. Provision of potable water supply to the rural areas is pivotal to achiev- 
ing the goal of "Health for All by 2000 A.D.". Linked with this are the schemes 
for the proper disposal of human and animal wastes and sewage/sullage. In this 
regard the following recommendations are made: 


1. Planned and coordinated efforts should be made to provide potable 
water to the entire rural population by the year 1990, as already 
planned under the Water Supply and Sanitation Decade. 


2. In pursuing the goal at (1) above, the following order of priorities 
is recommended: 


a. Coverage of habitations in which there is no source of water 
supply within 1.6 Kms. or where the potable water is not available 
within a depth of 50 feet or the areas which are endemic to 
Cholera, Guinea-worm infestation or those which suffer from excess 
of salinity, iron or fluorides or other toxic elements hazardous 
to health, etc. Such habitations should be fully covered by 1985 
with adequate sources of potable water supply. About 2,10,000 
villages have been identified under this category by the Ministry 
of Works and Housing. 


b. Those villages where 100% coverage of population has already been 
achieved by drilling of tubewells etc. but for want of energy and 
Manpower the same have not become effective or where the tubewells 
established earlier are not functioning due to lack of maintenance 


pase This inadequacy should be entirely removed by 1985 at the 
atest. 


c. Coverage of those habitations in which water supply schemes have 
already been established but adequate supplies according to the 
needs of the population have not yet been established. 100% 


en of population should be aimed at for this category, by 


ss Ways and means should be found for entrusting the running and maintenance 
nos pawn cg schemes to the community and ensuring that the drinking water 
Ppiy through these schemes is really safe and potable. In addition, low cost 


14 


technology, easily understood and operable by rural people needs to be deve- 


loped for the treatment of existing sources of water supply at source viz. 
wells, tubewells, pipeheads etc. 


15. In order to establish a coordinated approach for implementing the National 
Water Supply Programme, a Coordination Committee comprising of the representa- 
tives of the Planning Commission, Ministry of Health and Family Welfare, 
Ministry of Works and Housing, Department of Rural Reconstruction, Department 
of Social Welfare, ICMR and NEERI should be formed at the Centre. This Commi- 
ttee should consider such important policy issues e.g. raising of funds from 
the community for meeting the running and maintenance costs, ensuring community 
involvement in the construction, proper use and maintenance of works etc. 


16. Alongwith the provision of potable water supply, it is equally necessary 
to ensure good sanitation and disposal of human and animal wastes. The Group 
is of the view that by 1985 efforts should be made to achieve atleast 10% 
coverage in the rural areas and 60% coverage in the urban areas which should be 
stepped up to 50% and 80% respectively by 1990 and to 100% by 2000 A.D. In 
every village where water is being supplied, simultaneous efforts must be made 
to arrange environmental sanitation. There should be a close collaboration 
with the Ministries of Agriculture and Rural Development in respect of compost- 
ing and/or gobar gas generation in order to attack and reduce the sources of 
diseases, specially as a large number of them arise from waste water, garbage, 
human and animal wastes etc. 


Manpower Development 


17. The Group is of the considered view that there should be a cadre of Commu- 
nity Health Officers constituted by public health trained and oriented perso- 
nnel. This should initially be created by giving suitably desired in-service 
training in public health, preventive and social medicine etc. to the existing 
Health Supervisors who have functioned as such for 5/7 years. This will not 
only provide promotional avenues but also serve as an incentive for more dedi- 
cated work in the field of public health. 


18. All the personnel involved in the traditional systems of medicine should 
also be trained in the preventive and promotive aspects of health care. 


19. The training of para-medical workers in Matarialogy, Leprosy, T.B. and 
Ophthalmology should be intensified during the Sixth Five Year Plan with a 
view to ensure that specific requirements of these major health programmes are 
fully met. 


20. A tabular presentation indicating Health Manpower Requirements upto the 
year 2000 A.D., in accordance with the revised Minimum Needs Programme as given 
under Paras 7 to 16 above, is indicated in Annexure VI. 


21. The National Medical and Health Education Policy to be formulated and 
finalised must take into account the various requirements. 


Incentive for Rural Service 


22 At present the doctors posted in the rural areas in government service, 
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1 and social facilities, but also 
t only handicapped in terms of physica 

pat candle due to non-admissibility of certain aLionnene ee vg 
their counterparts posted in the urban areas are entitled. o en _ _ 

doctors to willingly accept jobs in the rural areas, the Group recommends e 


grant of the following incentives to them: 
i. A Rural Posting Allowance of Rs.150/- p.m. 


ii. The non-practising allowance for doctors posted in the rural areas 
may be 50% more than that admissible for posting in the urban areas. 


iii. An Education Allowance, for children below the age of 16 years, at 
the rate of Rs.50/- p.m. per child. 


iv. Rent free residential quarters, failing which H.R.A. at 15% of pay 
including N.P.A. 


v. In case the doctor's family is staying in some town, the C.C.A. and 
House Rent Allowance as admissible for the town, where the family is 
staying would also be admissible as a family-separation allowance. 


vi. After five years of rural service, the doctor may be given as far as 
possible a posting at a station of his choice. 


vii. For any further training including post-graduation at government cost, 
minimum three years rural service should be an essential condition. 


viii. All the para-medical staff posted in the rural areas should be given 
free residential accommodation or H.R.A. at 20% of pay and allowances 
in lieu thereof. 


Employment of Unemployed Doctors 


23. The private practitioners are an essential component of the health care 
system in the country. As such, any government plan to provide health care in 
the rural areas must encourage private doctors to settle in the rural areas. 
In order to encourage young doctors to settle in the rural areas identified as 
priority areas, the following incentives are suggested: 


i. Admissibility of loans upto Rupees one lakh from Nationalised Banks, 


at the rates of interest applicable to loans advanced for establishing 
industries in the backward areas. 


ii. Admissibility of subsidy in capital goods like equipment etc. on the 
same basis as in (i) above. 


iii. If the doctor settles in any village, where at present there is no 
doctor and agrees to provide (a) part-time services twice a week to 
the Sub-Centre of the area; and (b) regular health check-up at least 
once in every quarter to the children in schools within the Sub 


-~Centre 
area, he may be given an honorarium of Rs.500/- per month. 
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iv. Allotment of government/panchayat land at concessional rates for the 
construction of his residence and clinic. 


Approach and Strategy 


24. It is necessary to develop nodal points of local contact in the field of 
Health in every village in the country. This is necessary to achieve the 
transfer of knowledge, skills and responsibility for health care to the commu- 
nity at large. To attain this objective, it is recommended that known social 
workers in each village are identified and designated as Swasthya Sahayaks. 


The Swasthya Panchas should be answerable to the Panchayat/Village Health 
Committee. 


25. In order to bring about a sense of accountability among the medical and 
para-medical workers at various levels, there should be a Health Advisory 
Committee for each PHC which should include representatives from various coope- 
rative societies working in the area, voluntary organisations, village 
panchayats including Swasthya Panchas if any, in addition to the State Govern- 
ment nominees. These Committees should ensure monitoring and evaluation of the 
various health schemes and targeted health indicators. Their findings should 
be fed into the decision-making processes to enable the corrective measures 
necessary for the development of a sound health care delivery system, in each | 
local area. 


26. The Health Advisory Committees should also be entrusted with the responsi- 
bility of raising financial resources from the community for improving the 
health care delivery system in their areas. Cooperative Societies, particular- 
ly Milk Societies, Silk Societies and Handloom Societies which together cover a 
large part of the country, may be encouraged to establish Sub-Centres/PHCs with 
contributions and participation from the community and appropriate grants-in- 
aid from the Government. 


27. The finatcial pattern of identified Centrally sponsored health schemes, 
which comprise of and relate to various rural health programmes, primary health 
care in any given sector, eradication of communicable diseases like T.B., 
Malaria, Filaria, and control and eradication of Blindness, Leprosy, Polio, 
Tetanus, Guinea-worm, Goitre, etc. should be on the basis of 100% assistance 
from the Central Government which should also be responsible for monitoring and 
evaluation thereof. The role and the responsibility of the Central Government, 
Local Bodies, Community and Voluntary Organisations under the various Plan 
schemes should be clearly defined and assigned. 


28. There should be regular training, reorientation and continuing education 
programme for all categories of medical and para-medical workers. Health Educa- 
tion and School Health Programmes should be strengthened and intensified in all 
the States with a view to laying stress on the public health, preventive and 
promotive aspects of health care. 


29. Keeping in view the indicated targets given in Annexure II for achieving 


Health for All by 2000 A.D. efforts should be made to achieve 100% progress 
under the Expanded Programme for Immunisation, not only for DPT, DT and-TT, but 
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y the year 1990. Physical targets have been given 


in the said Annexure in respect of Water Supply, Sanitation ,Mutrieion, HEE 
T.B., Leprosy, Blindness, Goitre, Guinea-worm, Scabies, Diarr “te as 
Filaria, Dental diseases, Mental Health, School Health etc. etc. very ae 
Union Territory must evolve detailed area-wise plans for the achievement o 


stipulated targets in each sector. 


also for Polio and Typhoid b 


30. Past experience in the implementation of programmes for the benefit of 
weaker sections, particularly in backward, rural and tribal areas, has clearly 
indicated the effectiveness of area based integrated delivery systems taking 
into consideration the inter-linkages and the necessary supporting services in 
each geographical area. Without supportive services like water supply, nutri- 
tion and health education of mothers, environmental sanitation and hygiene, 
health services will not have the full impact. While planning for the expan- 
sion of health services, the strategy should be to secure the convergence of 
all the supportive services. Similarly, in areas where other services like 
special nutrition programmes are in operation, coverage by child health servi- 
ces may be secured rapidly so as to derive the full synergistic benefit of the 
health and nutrition services. 


31. More emphasis and support should be given to _ such coordinated research 
project as can produce quick results for immediate translation into action, 
with a view to improving the health care facilities. 


32. Each State Government/Union Territory Administration may- consider launch- 
ing Health Insurance Schemes, as pilot projects, on experimental basis, both 
for urban and rural areas so that the scheme, if successfully established can 
be extended further. 


33. Private practice by government doctors has a _ very adverse effect on and 
interferes seriously with the health care delivery system, even in the curative 
field. The Working Group strongly recommends that in future, Central assis- 
tance for health care schemes may go only to those States and Union Territories 
which undertake to totally ban private practice by Government doctors, and in 
all Medical Colleges/Institutions. 


34. In the implementation of the proposed strategy, growing burden will have 
to be shared by the voluntary organisations,and private practitioners in the 
field of health care. It is accordingly recommended that every State Govern- 
ment may devise viable mechanisms to offer suitable incentives as well as 
financial, technical, infrastructural support to such organisations/persons 
through scheduled banks or otherwise. The community should also be encouraged 
to organise primary health care facilities in the rural areas, slums etc. 


35. For efforts as in para 34, the smallest unit may be of 5,000 population 
(the coverage of a Sub-Centre). In such areas, Government may not extend its 
organisational structure; instead it should provide financial support equal to 
75% of the non-recurring and recurring cost which government would have incur- 
red on its Health set up in that area or 75% of the total expenditure incurred 
by the voluntary organisations/community, whichever is less. Such organisations 
should get the same technical, referral etc.support from the government organi- 
sations as is provided to the government-run Sub-Centres. 
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36. Planning Commission should develop a mechanism to ensure that the funds 
provided for the Health sector are not diverted to other areas by the State 
Governments and that the health schemes are properly implemented. The creation 
of a health coordination and implementation committee in the Planning Commi- 
ssion for this purpose is recommended. 


37. The Group is sensitively cognizant of the fact that the development of 
good health care service will progress proportionately to the extent to which 
efforts of the Government and the people to eradicate poverty, inequality and 
ignorance achieve headway to bring about socio-economic development of the 
country as a whole. 


38. The Group emphasises the need of setting up of special detection and medi- 
cal rehabilitation services for the physically handicapped persons in each 
State. The incorporation of principles and fundamentals of rehabilitation work 
in the MPW Scheme and LHV Scheme is also necessary. 


Fnufant and Chtld Health 


39. A thigh degree of awareness and concern about the wastage of lives of 
children requires to be generated, specially as such a realisation has a direct 
linkage with the success of our Family Planning efforts. Causes of infant 
mortality are related to immunity, health and nutritional status of pregnant 
mothers, the process of child birth and the care that the new born infant 
receives immediately after birth. The Group took note of the ]0 major causes 
of deaths among infants and children (1 to 5 years) identified by the Registrar 
General of India in his Report relating to Survey of Infant and Child Mortality 
1979 (as tabulated in Annexure VII) and felt that programmes like EPI, sustain- 
ed ante-natal health provision, safe delivery and care of the new borns (inclu- 
ding education of mothers), measures to reduce malnutrition amongst infants 
and children, control of diarrhoeal diseases, control of respiratory diseases 
amongst children, etc. should be intensified with a view to bring about an 
effective reduction in the infant mortality rates as envisaged in the health 
indicators set out in Annexure II. 


40. The scheme of prophylaxis against nutritional anaemia amongst mothers and 
children, prophylaxis against blindness in children, caused by Vitamin Pes 
deficiency, needs to be vigoroulsy implemented _as_ part of the Family Welfare 
Programme. 


41. Over two-thirds of the country's population falls in the vulnerable cate- 
gory of women and children and need to be provided with some special health 
care services. Keeping in view the importance of checking the growth rate of 
population in the country to the bare minimum possible, the Group feels that 
premium on providing health education, sanitation, safe drinking water, nutri- 
tion, immunisation against preventable diseases, etc. has to be placed in orga- 
nising health care services for women and children, who by themselves form a 
weaker section of the society. 


42. Infant and child mortality are important indicators of the health status 
of a nation. Their reduction should be one of the major objectives of the 
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43. To further enhance 
like ICDS, convergence of protecte 
tation and health inputs in ICDS ar 
infant mortality and morbidity can 


School Health Check-up 


44. The school health programme for the periodical check-up of sahool going 
children should be vigorously implemented by States and Union Territories 
during the Sixth Plan period. ‘his programme should specially include screen- 
ing of school children for rheumatic heart diseases and adoption of necessary 
prophylactic measures to reduce incidence among school children. A scheme 
should also be drawn up to cover non-school going children with this facility. 
The efficient and effective implementation of such a programme would besides 
extending the concepts of health consciousness and prevention of disease 
amongst the school goers, also have the tremendous. advantage of upgrading the 
levels of awareness of their families as well as of the social groups in which 
they live. 


45. Health check-up including ophthalmic check-up and dental check-up of 
school children in all the schools of the country should be possible with the 
expansion of the health delivery system to the village level. 


Control of Communicable Diseases 


46. During the Sixth Plan period more stress should be laid on survey and 
detection of the major communicable diseases, and on eradication of the compa- 
ratively easily eradicable diseases like Polio, Tetanus and Guinea-worm. 
Eradication of these diseases would enable us to direct the resources so tied 
onwards, attacking the remaining ones in a more effective manner. The eradica- 
tion of Smallpox is a good example of this strategy. 


47. The supervision and monitoring of the major national health programmes 
like Malaria, Leprosy, T.B., Prevention of Blindness,etc. should be strengthen- 
ed to ensure effective and proper implementation of these programmes. 


48. Vigorous efforts should be made for the involvement and participation of 
the community in these programmes. The services of private practitioners, 
voluntary organisations, panchayats, school teachers, students, post offices, 
etc. vill have to be mobilised for this purpose. 


49. Since large funds are required for the implementation of these programmes, 


efforts should be made to raise sufficient resources through internal and 
external aid giving agencies. 


50. The research and training components of these programmes need to be stepped 
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up considerably. This should include detailed epidemiological studies of 
communicable diseases, their mode of transmission,knowledge of vector biology 
and eco-systems to enable the development of more effective approaches to the 


control of vector-borne diseases based on suitable, feasible and cost-effective 
technologies. 


51. The Group noted that in the control of communicable diseases like Malaria, 
Filaria, Leprosy, Kala-azar, etc. new tools and techniques are required, such 
as vaccines against Malaria, Leprosy and Kala-azar, better Filaricidal drugs, 
methods of overcoming Plasmodial resistance of chemo-therapy and vector resis- 
tance to insecticides. Basic research projects are recommended to be instituted 
in this direction. 


52. The Group recommends that there should be effective inter-sectoral coordi- 
nation of the Central Departments of Irrigation, Food and Agriculture, Works 
and Housing, Energy and Industries to ensure that their in-puts and projects do 
not create environmental conditions for increase in communicable diseases, like 
Malaria and Filaria. 


Hospitals and Dispensartes 


53. The hospital and dispensaries doing only curative work will have to be 
progressively and effectively involved in the preventive, promotive and public 
health aspects of health care through establishment of PH/Epidemiological 
centres attached at all levels from PHCs to District level hospitals. These 
hospitals will also have to be effectively linked in the referral complex 
system, besides their responsibility for urban health care. In order to give 
more autonomy to these hospitals and participation of the urban community in 
their management, the concept of setting up of the Hospital Corporations is 
recommended. The addition of beds in the existing institutions should be based 
on the criteria of felt needs and balanced regional distribution of the health 
care facilities. The Group recommends that such Hospital Corporations, if set 
up, should enjoy autonomous status and should work on no-loss no-profit basis. 
They should necessarily provide at least 20% beds without any charge for hospi- 
talisation of indigent patients and an additional 20% beds for admission of 
patients having an income of less than Rs.500 per month, on payment of nominal 
charges only. 


54. The development of super-specialities should ensure the twin objectives of 
meeting the zonal requirements of the country and avoid overlapping to mini- 
mise expenditure on too much of sophistication not related to the immediate 
needs now accessible to the overwhelming majority of the masses. 


55. The Government should afford necessary encouragement to non-resident 
Indian doctors to return home and set up clinics and hospitals. In case such 
efforts are made in the rural and backward areas, attractive incentives may be 
extended as earlier stated at paragraph 23. 


56. With the rapid industrial development and mechanisation in the fields of 


bio-medical engineering, electro-medical equipment, sophisticated electronic 
laboratory and diagnostic equipment, public health engineering systems, teaching 
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Medical Education Research and Training 


“57. Under-graduate medical education needs major reforms as the requirements 
of the medical personnel will be more in the nature of community-oriented gene- 
ral services as compared to specialities and super-specialities in order to 
achieve the object of "Health for All by 2000 A.D.". Curricular reforms, parti- 
cipation of medical institutions in the health care delivery system, placement 
of interns in District Health Centres, Sub-Divisional Health Centres, Community 
Health Centres and Primary Health Centres, instead of teaching institutions 
etc., need to be implemented on a planned basis. 


58. Eligibility for admission to post-graduate courses of medical education 
should be redefined, presenting that only such graduate doctors who put in at 
least 3 years of community service in rural areas covered by a PHC, shall be 
considered for admission in post-graduate courses in clinical subjects. How- 
ever, no such condition need apply to those seeking admissions to post-gradua- 
tion courses in public health or any para and non-clinical areas. 


59. To develop adequate manpower in the scarce specialities, special incentives 
for higher studies in identified specialities may be considered. 


60. As the needs of specialities and post-graduates in selected super-specia- 
lities will be limited in the near future, the pattern of post-graduate medical 
education will have to be reviewed in order to ensure balance between the 
requirements and generation of such personnel. 


61. The continuing education and in-service education for all categories of 
personnel need to be developed suitably and made universally available and 
applicable. 


62. Training of public health para-medical personnel need be given the highest 
priority during the Sixth Plan period. 


63. There is need for further development of the training of health educators, 
as well as training of personnel in health information systems. Management 


Training needs of all categories of personnel in the field require to be met by 
suitable programmes developed for this purpose. 


64. Emphasis should be placed on linking research projects with the implemen- 
eg of programmes. The initiating of Coordinated Research Projects, specia- 
y such projects which may produce quick results for immediate translation 


into action, to improve health care fa 
cilities, is th 
should have high preference. : e need of the day and 


65. Development of Health information systems, monitoring systematic review 
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and evaluation of the programmes, needs to be given due priority. The plan- 
ning machinery right from the PHC level to State and at Centre should be ade- 
quately strengthened. A programme for the development and periodical review 
of State/National Health Profile alongwith specific health problems/indices of 
individual States could be initiated immediately. 


66. A Health and Medical Education Commission or a suitably high powered, 
independent and effective organisation should be constituted at _ the Centre, 
as soon as_ possible, to reliably assess the requirements of medical and para- 
medical manpower, education, research and training of the various systems of 
medicine prevalent in the country. The Group felt that the success of all 
future efforts would depend very largely on a coordinated approach towards man- 
power planning for all levels of the infrastructures: 


67. The Group felt that there is need to initiate bio-medical and heaith 
services research in support of primary health care to focus on the need for 
introducing modifications to the existing technologies to suit local conditions 
and discovering new technologies based on advances in basic sciences and care- 
fully controlled clinical studies. As the actual delivery of the primary health 
services poses an enormous management challenge, operational research in the 
delivery systems also requires a very high priority. 


68. With increasing life expectancy, cancer and cardio-vascular diseases are 
assuming greater public health importance. A majority of the cancers are rela- 
ted to environmental influences. Carcinoma of the uterine cervix in relatively 
young women, oral camcer and cancer of oesophagus are becoming widespread. 
Likewise, rheumatic heart diseases, the most common form of organic heart 
diseases, affect young people and those belonging to the underprivileged 
sections of the society.. Hypertensive and ischaemic heart diseases are becom- 
ing increasingly prevalent. With high rates of inbreeding in certain commnoni- 
ties in the country, genetic disorders are also assuming greater significance. 
Mental health is already a problem of considerable magnitude. The Group, there- 
fore, recommends studies of these disorders intensively with a view to under- 
standing better their causes and mechanisms, leading to the development of 
better preventive and therapeutic measures. 


Tradittonal Systems of Medtctnes 


69. Different systems of medicine in vogue in the country are to be encouraged 
and developed depending upon the popularity of these systems obtaining in 
different areas. It should however, be ensured that a graduate in any of these 
systems has a basic knowledge of human anatomy, physiology and other necessary 
medical knowledge. 


70. These systems should supplement and fully coordinate with health care 
facilities including curative, public health preventive and promotive aspects 
initiated and developed as part of allopathic systems of medicine. Definite 
schemes should be drawn up for the active participation of all systems in the 
national health programmes, such as control of Malaria, Leprosy, T.B., Blind 
ness, etc. for the detection and cure of these diseases with traditional drugs 
and regimens. 


ld be 
f the traditional systems of medicine shou 
ee ese tnethde of a concerted effort in developing 


ld include mounting 
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Snape toe present in Allopathy, such as Cancer, Diabetes, Leucoderma, 
Epilepsy, Infective Hepatitis, etc. Methods available in these systems enabl- 


ing eligible couples to limit their families should also be explored. sped 
emphasis will also require to be laid on the use of modern equipment an ~~ 
nostic methodology so that the result of research in the traditional systems © 
medicine becomes more readily acceptable to the modern scientific world. 


72. Necessary improvement in the education and training in these systems of 
medicines should be carried out. One National Institute for each traditional 
system of treatment should be established so as to produce teachers and clini- 
cians of high calibre in these systems and make the under-graduate and post- 
graduate education of uniformally good standard, all over the country. This 
would require upgradation of the staff and equipment in the existing institu- 
tions. The Central Councils of Traditional Systems of Medicine should endea- 
vour to lay down gradually a high and uniform standard of teaching and ensure 
printing and publication of standard textbooks and authoritative reference 


books. 


73. The programme should inter-alta encourage cultivation of medicinal plants, 
adoption of modern technology in the manufacture of traditional medicines, 
adoption of specified standards to ensure quality of raw materials and manufac- 
tured products and promotion of herbal gardens as an integral part of Pharma- 
cies in order to achieve self-sufficiency. The manufacture of standard indige- 
nous drugs may be developed by a programme of support for the selected State 
Pharmacies. At the Centre, to provide such drugs for the CGHS and for research 
programmes, a unit under the name of Indian Medicines and Pharmaceutical Corpo- 
ration may be set up. 


74. A definite scheme may be drawn up to translate the basic texts and litera- 
ture of different traditional systems of medicine in Hindi and English from 
Sanskrit, Arabic, Tamil, etc. in which these are currently available so that 
there should be free exchange of information and knowledge among the different 
systems within the country and abroad. 


Drug Standard Control and Prevention of Food Adulteratton 


75. Steps should be taken to ensure the use of generic names of drugs by the 
manufacturers, so that avoidable increase in prices because of individualised 
packaging, advertising, marketing costs for various brand names of the same 
basic drug could be altogether eliminated. This measure alone would make drugs 
and medicines available to the consumer at a considerably reduced cost. 


76. The regulations in regard to imports, local production, sale and distribu- 

tion of drugs, maintenance of standards and quality need review to ensure avai- 

lability and supply of essential drugs on a liberal scale for promoting primary 

ohne The Ministry of Petroleum, Chemicals and Fertilisers had consti- 

ae or ing Group for finalising the demand/estimates of various bulk drugs 

uring the Sixth Five Year Plan period and this group had estimated that the 
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total value of the bulk drugs for the period 1980-85 would be of the 
order of about Rs.700 crores and the value of the drug formulations 
would be of the order of about Rs.2100-2200 crores. As this involves a 
tremendous increase in the existing level of production of about Rs.210 crores 
worth of bulk drugs and Rs.1,150 crores worth of drug formulations,expansion of 
the existing capacity as well as creation of additional capacities will have to 
be organised. Many important and life saving drugs are still being imported. 
At least the drugs needed for the National Programmes, like Malaria, T.B. and 
Leprosy should be manufactured on a priority basis in the country to cater to 
full requirements of these Programmes. 


77. The State Governments which have not yet established Drug Testing Labora- 
tories of their own, should take necessary steps to do so in the Sixth Plan 
period. The needs of the existing Testing Laboratories should be reviewed to 
make them work more efficiently and effectively for ensuring quality control of 
the drugs produced in the country. 


78. Effective measures need to be taken to ensure the balance between demand 
and supply of essential drugs particularly the life saving drugs which, with 
standard packing under generic names, should be available at much cheaper rates 
than at present. 


79. The different vaccine production units should be strengthened to generate 
adequate production to meet the requirements of the country for each of the 
immunisation programmes. 


80. Drug abuses should be controlled. Efforts need to be made to ensure 
preventive measures for the control of drug addiction among the communities 
exposed to the problem. Treatment of drug addicts should be developed as a 
part of the general health service in the country. This could be done within 
the framework of existing Psychiatry Departments of Medical Colleges and in the 
larger hospitals. In urban areas where the current prevalence of drug abuse is 
large,separate de-addiction centres may be established for providing comprehen- 
sive services. 


81. Effective implementation of the Food Adulteration Act and establishment of 
Food Testing Laboratories as integral parts of Drug Testing Laboratories, set- 
ting up of squads for checking specimens of adulterated food and drugs needs to 
be given priority importance. 


Health Educatton 


82. This is the most crucial area requiring attention. Different agencies are 
operating at the field, to impart health education. Every health worker should 
be a community health educator. Besides, the school health education and the 
adult literacy programmes and the organised sector should be involved in the 
health extension approach. 


83. The health education bureaux in the States, Union Territories and at the 
Centre should be suitably strengthened to coordinate efforts. 
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84. Adequate arrangements should be made for the health education of trainers 


at various levels. 


School Health Education Programme 


85. The school health education programme has not been accorded its “rs snp 
rity during the previous plans by the State and Union Territories. i = 

has been envisaged as 4 tool to bring certain behavioural changes a5 . 
future citizens of the country. Behavioural change is considered more ~~ 

tant than the development of functional awareness about health. For this 
reason, the National Council of Educational Research and ‘Training has taken up 
programmes for the effective teaching of concepts pertaining to health. These 
activities are in the form of instructional materials, live syllabus, text 
books, teachers’ guides, laboratory manuals, etc. The concept of health educa- 
tion has to be inducted in different disciplines and presented through reading 
materials of formal or non-formal education, toys, etc. It is recommended that 
health education should not remain only within the confines of school education 
but should also be included actively in the education programme of the colleges 
and universities and form an integral part of the national medical and health 


education policy. 


86. The Group feels that there is an imperative need to provide health and 
nutrition education and environmental sanitation particularly in schools in the 
rural areas as an effective intervention to reduce mortality and morbidity 
among the children and increased awareness among the community. 


87. The Group recommends that the pilot project on Health and Nutrition Educa- 
tion and Environmental Sanitation launched by the Ministry of Education should 
further develop and provide wider coverage. 


88. The Group also recommends that the Population Education Project undertaken 
by the Ministry of Education should be energetically implemented and continued. 


Population Stabilisation 


89. India's population is currently increasing at the rate of 2.2% per annum 
and the population of 683 million, enumerated in the 1981 census, may rise to 
about 950 million by the year 2000 A.D. As rapid increase in population 
becomes a continuing drag on the resources of the country, urgent steps are 
necessary to reduce the rate of population growth. Further the women should be 
enabled to enjoy their basic human right to decide on the number and spacing of 
their offspring. Regulated, spaced and limited number of children help mothers, 
children and families in multifarious ways. Contraceptive knowledge, supplies 
and services should be available to everyone. The Small Family Norm should get 
ingrained in the ways of life of the people. 


90. The Group recommends that the objective of our Population Policy should be 
to reduce the net reproduction rate to 1% by 1995. To make the Family Planning 
Programme effective, it should be built up as part of an integrated package 
consisting of measures in health care particularly of infants and mothers, the 
care of the aged, nutrition, water supply and sanitation, health education and 
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extension. The State and Central agencies should jointly work out an integrated 
population stabilisation programme with built-in flexibility so that the 
contents of the programme and the socio-cultural features of the area to be 
covered are mutually compatible. 


Financtal Inputs 


91. The Group noted that the expenditure on social services sector has been 
gradually going down from 21% in the First Plan (1951-56) to 13% in the earlier 
Sixth Plan Document (1978-83). Out of this allocation, the expenditure on the 
Health Sector has come down sharply from 5% to 1.8%, during the said period. 
Not only that, even the percentage of expenditure on Health Sector to the total 
outlay for the social sector has been showing downward tendency from 29.6% in 
the Second Plan (1956-61) to 14% of the outlay proposed for 1978-83 (Appendix 
VIII). It is unfortunate that the social services sector in general and the 
Health Sector in particular have not been given due importance in the Plan out- 
lays, altheugh it has been realised in all quarters that human welfare has to 
be the supreme consideration of all the development Plans and programmes. 


92. On the basis of the recommendations of the Group contained in the paras 
foregoing, it is estimated that, keeping the objective of Health for All by the 
year 2000 A.D. in view, a total Plan outlay of. about Rs.4,000 crores for the 
Sixth Five Year Plan for the Health Sector alone would be needed. In addition, 
an outlay of about Rs.1,400 crores for Family Welfare Programmes would be 
required for the same period. Thus, the total requirement for the Health and 
Family Welfare Programmes would work out to Rs.5,400 crores for the revised 
Sixth Plan (1980-85). For the year 1980-81, no change in the concept and app- 
roach is recommended, to avoid any confusion at this late stage. 


Poltcy Statements 


93. It is urgently necessary thdt the Government of India evolve and issue 
well considered national policy statements in regard to: 


i. National Health Policy 
ii. National Medical and Health Administration Policy 
iii. National Population Policy 
94. The Group feels that its Report should be very widely circulated and every 
State/Union Territory may, within the overall recommended approaches, draw up 
detailed schemes and programmes, suiting its requirements. It is also recommen- 
ded that the Health Ministry, establish mechanisms to monitor progress regular- 


ly and consider such modifications in the approach to meet the other problems, 
as may be necessary. 
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RECOMMENDED STAFFING PATTERN 


HEALTH CENTRE 


Ui & Wh Fe 
» » 6 ‘se .¢@ 


Qualified/Trained Surgeon 
Qualified/Trained Gynaecologist 
Qualified/Trained Physician 
Qualified/Trained Paediatrician 
General Duty Medical Officer 
(Trained in Public Health) 
General Duty Medical Officer 
(Trained in Anaesthesia) 
General Duty Medical Officer 
(from one of the traditional 
systems of medicine) 
Nurses 


Pharmacist 

Lab. Technician 

X-ray Technician 

Ward attendant (female) 
Ward attendant (Male) 
Sweeperesses 

Sweepers 

Driver 

Cashier (UDC) 

sD... 

L.D.C., Fypist 
Extension Educator 
Ophthalmic Assistant 
Statistical Assistant 
Peons 

Chowkidars 

No. of Beds 


ANNEXURE III 


(Ref.: Paragraph 7) 


FOR THE PROPOSED COMMUNITY 


ee 


ies 8 (one of the 
nurses should also 
provide preventive 
dental health) 
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*TEN MAJOR CAUSES OF DEATHS IN INFANTS AND CHILDREN (1-5 years) 


Infants Children (1-5 ears) 
Sr. Disease % of deaths Sr. Disease % of deaths 
No. due to No. due to 
aa. sea ee eee eee 
1. Tetanus 5.2 1. Typhoid 11.0 
2. Pre-maturity 7.9 2. Pneumonia 8.4 
3. Pneumonia 6.8 3. Dysentery 7.0 
4. Dysentery 6.1 4. Jaundice 6.2 
5. Influenza 4.9 5. Diarrhoea 5.8 
6. Malaria and other 6. Malaria and other 
fevers ney fevers Oe 
7. Typhoid 3.8 7. Influenza 5.4 
8. Other Respiratory 8. Other Respiratory 
Diseases 2.6 Diseases y JR 
9. Diarrhoea 1.6 9. Gastro-enteritis ) PY 
10. Gastro-enteritis ew 10. Tetanus 1.4 
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ANNEXURE VII 


(Ref.: Paragraph 39) 


*Survey of Infant and Child mortality 1979, 


Registrar General of India 
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A meeting of the Health Experts, Research Scientists, Medi- 
cal Educationists, Social Scientists, Health Administrators and 
Representatives of Planning Commission, related Ministries/De- 
partments of the Central Government and State Governments / 
Union Territories and Voluntary OrganisationS was. called by 
Shri Kripa Narain, Secretary, Ministry of Health and Family 
Welfare on 11th and 12th February, 1980 to discuss and evolve 
the framework of strategies for achieving the objective of Health 
for All by 2000 A.D. A list of participants at this meeting is given 
at page 43. The participants after expressing their views reques- 
ted the Chairman to appoint five Sub-Groups to formulate the 
strategies in the light of the views expressed by the participants. 
It was further suggested that the five working groups should cover 
the topics of: 


i. (a) Meaning of Health for All in the background of India's 
Health Needs; (b) Indices to be achieved by 2000 A.D.; 
(c) Plan-wise planning of indices; and (d) Strategies to be 
followed to achieve Health for All by 2000 A. D. 
ii. Inter-Sectoral Coordination 
iii. Community Participation 
iv. Role of the Voluntary Organisations. 


v. Health Services Organisation. 


The reports of the Sub-Groups are annexed. 


a 
+ 
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REPORT OF THE SUB-GROUP ON 


(a) MEANING OF HEALTH FOR ALL IN THE BACKGROUND 
OF INDIA'S HEALTH NEEDS; 
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(c) PLAN-WISE PLANNING OF INDICES; AND 
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FOR ALL BY 2000 A.D. 
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1.0 Introduction 


A list of the members and special invitees who attended the meeting of 
Group 1 held on the 28th March, 1980 at ICMR Headquarters, New Delhi is at 
Annexure I. The terms of reference of the Group included: 


i. meaning of 'Health for All' in the background of India's health needs' 
ii. indices (health indicators) to be achieved by 2000 A.D.; 
iii. plan-wise phasing of indices; and 
iv. strategies and sub-strategies to be followed. 
2.0 Preamble 
2.1 Support of Health-related Sectors 


An acceptable level of 'Health for All by the year 2000 A.D.' can only be 
achieved through the coordinated effort of the health sector and relevant 
activities of other social and economic development (health-related) sectors. 
Since health development both contributes to and results from social and 
economic development, health policies ideally should form part of overall 
development policy, thus reflecting the social and economic goals of the 
Government and the people. In this way strategies for health and social and 
economic sectors will be mutually supportive and together contribute to the 
ultimate goals of the society. 


2.2 National Commitment 


National political commitment is essential to strengthen the development 
process needed to attain "Health for All' as well as to obtain needed financial 
resources. This will require in the first instance a political decision by the 
Central and State Governments, and, subsequently, active involvement of all 
levels, sectors and interests in the development of the national policies, 
strategies and plans of action. 


2.3 Community Participation 


Notwithstanding the overall responsibility of the Central and State 
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Governments for the health of the people, conmunity pAEbieir* it ae 
: that ; 

to realise the goal of ‘Health for All" so ; 

munities assume greater responsibility for their own health and ph spaigis a 

ing self-care, and more towards achieving self-reliance. Appropr oe gain 

promoting such individual and collective participation of the iy ra - 

and implementation of activities for their health and related socia evelopmen 


will therefore have to be devised. 


2.4 Primary Health Care Approach 


To achieve the goal of 'Health for All by the year 2000 A.D.’ the primary 
health care approach is essential; it will require the support of the health 
systen of which it is an integral part and the central function and main agent 
for delivering health care; it will also require the support of other social and 
economic sectors concerned. Health system support includes facilities for 
consultation on health problems, referral of patients to local and more 
specialised health institutions, provision of supportive supervision and 
guidance, logistic support and supplies. As for the support of other sectors, 
particular emphasis will have to be laid on such sector as education, food and 
agriculture, social welfare, animal husbandry, housing and public works, rural 
reconstruction etc. Health activities should be undertaken concurrently with 
measures such as those for increase in production and employment; equitable 
distribution of personal income; improvement of nutrition, particularly of 
children and mothers; improvement of environmental sanitation; anti-poverty 
measures; etc. 


2.5 Focus on the Preventive and Promotive Aspects of Health 


Since the prevailing health problems in the country are associated with high 
prevalence of communicable diseases, malnutrition and poor environmental sanita- 
tion, the possible health actions that Should be undertaken through the least 
sophisticated primary health care have to emphasise prevention and promotion of 
health, providing only minimal essential medical care and 'first-aid' for common 
ailments and injuries. 


3.0 Meaning (Content) of ‘Health for All' 


In the content of socio-economic and health situation of our people and 
the status of health system in the country, 'Health for All by the year 2000 


A.D.' should include provision of at least a minimum package of health care 
services to all the segments of the population, giving priority to the under- 
privileged sections of the society. The package should include: 


1. health education concerning prevailing health problems and the methods 
of preventing and controlling them; 


2, activities directed towards the promotion of food supply and the 
improvement of nutritional status; 


3. provision of protected water supply and sanitary disposal of excreta; 
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4, provision of appropriate health care to vulnerable groups of population 
Z.e. children and pregnant women, including family planning; 


5. prevention and control of prevalent endemic communicable and non- 
communicable diseases: 


- by immunisation (EPI target diseases) 


- through appropriate measures (Leprosy, Tuberculosis, Goitre and 
curable blindness) 


- interruption of transmismission of vector-borne diseases (Malaria, 
Filaria and Kala-azar) 


-~ reduction of diarrhoeal diseases mortality through wide application of 
oral rehydration therapy and of intestinal parasitic infestation 
morbidity through application of appropriate community measures; and 


fo) 
* 


access to essential medical care for all people for common ailments 
and injuries, including provision of simple drugs. 


4.0 Selection of Indicators 
4.1 Utility of Indicators 


Indicators of health are needed to monitor the progress of implementation 
of health and related socio-economic services as well as to assess their impact 
on health. Both the organisational levels t.e. the policy level and the 
managerial and technical levels have to be involved in monitoring of imp lemen- 
tation and evaluation of impact. The policy-makers need to know if any 
revision of pelicy, strategy or plans of action are required, and the managers 
need to know if the programmes formulated and services designed are adequate 
to reach the goal. It should, however, be realised that indicators are not 
synonymous with targets but are measures of the extent to which the targets 
are being reached. 


4,2 Types of Indicators Needed 


Broadly, two types of indicators are needed - those that measures health 
status and related quality of life - health impact indicators, and those that 
measures the provision of health care services - health service indicators. 
The health impact indicators include (i) indicators of morbidity and mortality 
including life expectancy, (ii) indicators of growth and development and 
nutrition, (iii) indicators relating to socio-economic factors that affect 
health directly or indirectly such as of environmental conditions, educational 
levels, food consumption, etc. The health service indicators would monitor the 
attainment of objectives and targets that have been set while formulating 
health programmes and designing health services such as immunisation status, 
provision of protected water supply and sanitation, eligible couples covered 
under family planning etc. They should also cover the extent of coverage of 
the services of the community. 


F23 2 
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Bangalore - £60 001, 


4.3 Problems of Data Collection 


There are problems in compiling the indices since the ability of the 


; , i icted in our country. It is 
health information system to gather data *s ipassu the information system 


i rt 
accepted that as health services improve pda 
ast aban improve and therefore more indicators could be map f eb ioproet 
of time. At present a pragmatic approach in laying down the health in 


' 
to measure the achievement of ‘Health for All by the year 2000 A.D." is 


ini i i i ly practical 
indi . inimal number of highly selective but intensely 
pst od rt ints of information collection could serve 


indicators in the existing constral 

iti indicat: Efforts may be 
ith and additional indicators added when feasible. 
hy ie institutions to undertake analytical 


made to arouse interest in spec ialised 
indepth longitudinal studies on a sample basis in order to generate reliable 


estimates on wider parameters of health. 
4.4 Other Criteria of Selection of Indicators 
A few other considerations in the selection of indicators are: 


l. their ability to assess specifically what is happening to the weaker 
sections of population and how the chosen interventions are making 


an impact; 


2. national averages have limited significance and therefore, dis- 
aggregated data on at least a few of the indicators to provide State 
and preferably district level changes would be useful; 


3. rural-urban and age-sex differentials are needed to measure the impact 
of rural health service and special services for vulnerable groups; 


4. minimum number of indicators commensurate with the national plans of 
action could suffice to begin with provided they incorporate para- 
meters for essential health programmes and services; 


5. need to gather data through sample surveys on out-reach indicators to 
assess the extension and coverage of services; 


6. morbidity indicators have limitations for use at present because of 
paucity of baseline and lack of mechanism for obtaining such data 
(except to some extent for Malaria and Tuberculosis), and urgent 
efforts needed to develop such data for important communicable and 
non-communicable endemic diseases through sample survey techniques. 


4.5 Recommended National Health Indicators 


Considering the limited ability of existing health information system 
vis-a-vis the need to monitor implementation of ‘Health for All' activities 
as well as to assess their impact, a minimal list of health indicators together 
with those recommended to be developed through samples studies is given in 
Annexure Il, This minimal list includes both health impact indices (negative- 
mortality and morbidity, and positive indicators) as well as health service 
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indices (of health activities, health resources including facilities), and 
indicators of physical quality of life. The indices have been selected 
because of their direct strong relationship to health. Other indices having 
significant relationship to health that have not been listed, are being 
generated by other sectors and information on these have to be collected from 
relevant sources for developing an overall perspective of health. Some 
examples of these indices are measurement of income, employment, literacy, 
food production and consumption etc. The indices of health service listed 

are hy no means adequate to provide a functional index of health care system. 
This would only be possible through sample studies carried out by selected 
research institutes. A network of such institutes would provide the resource 
base for the programme development of a National Health Information System. 

It woulc also be necessary to develop minimum indicators of community partici- 
pation, and institutes with expertise in operational research in social 
sciences should investigate this area immediately. Finally, ways and means to 
measure the total financial inputs in providing health care services to the 
community inclusive of private inputs have to be also explored. 


5.0 Targets and Phasing 


With the available technology (provided needed resources and political 
commitment are forthcoming), the highlights of targets that can be achieved 
by the year 2000 A.D. are: 


———— a 
Types of Health Status Index NATIONAL AVERAGES 


Present Mid-point Year 
(1990) 2000 A.D 


NE 


1. Crude Birth Rate S352 2750) 21.0 
2. Crude Death Rate 14.1 10.4 9 
3. Infant Mortality Rate (Rural) 130-135 80-90 65 
(Urban) 80-85 60-65 50 
4, Pre-school (below 5 years) Mortality (Rural) 35-40 20-65 10 
(Urban) 20-25 iS 5 
5. Life Expectancy at Birth M 52.6 years. .58.0.-M 64 yrs. 


F 51.6 years D1 atts sat 64 yrs. 


6. Maternal Mortality Rate R 6-8 - Below 2 
(per thousand live births) 


7. Net Reproduction Rate 1.67 - 1.00 


Details of other possible indicators are given in Annexure III. 
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6.0 Strategies and Sub-styrategtes 


6.1 Cont inuing*Political Commitment 


' 
The attainment of the objective of ‘Health for All by the year fe pre 
with primary health care as the key approach requires first and pane" 
securing of firm continuing political support from the top ener a ng 
levels, if necessary by framing of a constitutional mandate, not rat rd poe 
declaration of national health policy (as an integral part of nationa ee 
economic development) but also to its translation into a national action plan. 


6.2 Community Participation 


Equally important to achieve a breakthrough is the full and effective 
participation of the community on a continuing basis in all devel opmental 
activities related to ‘Health for All' objectives at each level, together with 
mobilisation of community resources. 


6.3 Health Planning Development 


A logical consequence will be the activation, and if needed strengthening, 
of the existing national health planning mechanism to review and reorient pers- 
pective health development plans, both intra-sectoral and inter-sectoral, in 
the light of 'Health for All by the year 2000 A.D.' requirements including 
identification of overall manpower requirement and its development, the 
strengthening of infrastructure, additional resources required etc. 


6.4 Setting of Cabinet Sub-committee and Implementation Commit tees 


Implementation of the plans would be greatly accelerated by the setting 
up of a Cabinet Sub-Committee on primary health care and also multi-sectoral 
Implementation Committee for 'Health for Al1' with adequate community 
representation at Central, State and District level with well defined terms 
of reference to monitor the progress and ensure inter-sectoral cooperation. 


6.5 Health Service Research 


While enough is already known about the principles of primary health 
care to improve and expand its implementation immediately, several new 
problems relating to operation, control and evaluation are bound to emerge as 
its wide implementation under varying local situation proceeds. For resolving 
such problems, it is essential to build into the programme from the outset the 
element of organised health service research. Educational and research 
institutions in close collaboration with the health service organisation would 
need to develop units and field areas that operate in parallel with the general 
implementation process to undertake operational studies, and also encourage 
evaluation and feedback from health service organisation for early identifica- 
tion of problems. Institutes in different parts of the country should be 
selected on the basis of their demonstrated interest and competence for health 
care delivery research, These institutions will also promote development of a 
wider spectrum of indicators and design and carry out studies on a sampling 
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basis to fill some of the gaps in the measurement of health services that the 
present information system cannot provide. These carefully chosen and desig- 
nated institutes will constitute a valuable reserve for the nafiion. 


6.6 Appropriate Technology 


Since the use of appropriate technology is a sine-qua-non for achievement 
of ‘Health for All by the year 2000 A.D.' identification, development adap- 
tation and implementation of appropriate technologies for health on a continu- 
ing basis is essential. It would be necessary to establish focal points/ 
groups to provide budgetary, administrative and technical support for continued 
development of appropriate technology. 


6.7 Other Factors 


Other factors to be considered include: 


1. 


ee 


10. 


attitudinal changes to the new perspective at all levels of the health 
care system; 


conceptual change from a curative medicine to participatory, preventive 


-and promotive health services again at all levels of the Health Care 


System; 


reorientation of organisational structure at State, District and Block 
levels and of their procedures including delegation of authority, 
commensurate with the responsibility of decision-making and implemen- 
tation and to provide for their accountability; 


mobilisation of social resources (non-governmental organisation); 
harnessing the services of traditional practitioners; 


continuing edvcation and supportive supervision of primary health 
centre physicians (particularly to enhance their managerial and 
epidemiological component) with adequate back-up of referral systems; 


delivery of primary health care services in the form of package 
including MCH, nutrition and sanitation; 


micro-planning at village level to identify how weaker sections of 
community could be reached; 

é 
to provide more female community health volunteers to render full 
range of maternal and child health services and not merely birth 
attendance as given by trained dais; and 


reorientation of medical education with focus on Prevention Concepts 


of Primary Health Care and managerial and leadership roles of 
physicians. 
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ANNEXURE 


COMPOSITION OF GROUP 1 TO PREPARE THE DRAFT 


OF THE INDIA'S PLAN TO ACHIEVE T 


HE OBJECTIVE 


OF ‘HEALTH FOR ALL BY 2000 A.D.’ 


i. Meaning of Health for All in 


Group subjects: 
India's Health Needs. 


the background of 


I 


ii. Indices (health indicators) to be achieved by 2000 A.D. 


iii. Plan-wise phasing of the indices. 


iv. Strategies to be followed. 


1. Dr. V. Ramalingaswami 
Director-General 
Indian Council of Medical Research 


2. Mrs. P. Trivedi, 
Adviser 
Planning Commission 


3e Shri N.N. Vohra 
Joint Secretary 
Ministry of Health and Family Welfare 


4. Dr. K.C. Seal 
Director 
Central Statistical Organisation 


Je Dr. B.N. Tandon 
Professor of Gastroenterology 
All India Institute of Medical Sciences 


6. Dr. G.S. Mutalik 
WHO / SEARO 


7. Dr. V.K. Rambhadran 
Director (E&l) 
Department of Family Welfare 


8. Professor K. Ramachandran 
Head, Biostatistics Unit 
All India Institute of Medical Sciences 


9, Dr. Mahendra Dutta 


Director, CBHI 
Directorate General of Health Services 
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Member 


Member 


Member 


Member 


Member 


Member 
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Membe r-Secretary 
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13. 


14. 


3S; 


16. 


Shri A.P. Atri 
WHO Programme Manager 
NMEP (P. Falciparum Containment Programme) 


Dr. M.D. Saigal 
Deputy Director General of Health Services 


Dr. N.P. Gupta 
Deputy Director General 
Indian Council of Medical Research 


ne. &.C. Sen 
Adviser (Nutrition) 
Directorate General of Health Services 


Dr. N.K. Sinha 
Deputy Adviser (Health) 
Planning Commission 


Dr. N.D. Datta Banik 
Assistant Director General 
Indian Council of Medical Research 


Dr. J.P. Greaves 
Senior Programme Officer 
UNICEF Regional Office 
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ANNEXURE Il 


TION 
RECOMMENDED LIST OF HEALTH INDICATORS FOR FORMULA 
OF STRATEGIES OF HEALTH FOR ALL BY THE YEAR 2000 A.D. 


Minimal List 
e Health Impact Indices: 
(A) Negative Indicators 
(a) Mortality 
- Crude death rate 
- Infant mortality rate 


- Pre-school child death 
rate 


- Maternal mortality 
rate 


- Morbidity 


(B) Positive Indicators 


- Life Expectations (at 
birth) 


Il. Health Services Indices: 
(a) Health activities indices 
- Percentage completed 


immunization (TT, DT, DPT, 
BCG, Polio, anti-typhoid) 


- Percentage covered by 
iron-folic acid supplement 
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Additional to be developed 


- Neonatal mortality rate 
- Perinatal mortality rate 


- Cause specific death rate 


(of diseases of health importance) 


Incidence/prevalence rates 


(of diseases of health importance and 
case fatality rates) 


Average birth weight or percentage 
births with birth weight 2500 g. 


Average height and weight of children 
0-4 years 


Percentage of infectious TB cases 
effectively covered under treatment 


Percentage of infectious Leprosy cases 
effectively under treatment 


(b) 


(c) 


i. expectant mothers 


ii. children 


- Percentage covered by 


Vit. 'A' prophylaxis 


Family Planning Services: 


Crude birth rate 
Number of acceptors per 
1000 eligible couples 
(separately for each 
method) 

Percentage of eligible 
couples effectively 
protected 

Average birth interval 


Average parity 


Mean age at first 
marriage (female) 


Average family size 
Gross reproduction rate 
Natural growth rate 


Net reproduction rate 


Availability of Health 
Services Indices: 


- Doctor: population ratio 


- Dentist: population ratio 


Nurses: population ratio 


Auxiliary nurse midwife: 


Population ratio 


Bed: population ratio 
(rural and urban) 


- per cent reduction of cataract 
blindness 


- percentage of endemic population 
effectively covered by supply of 
iodised salt 


- Census of health professionals 


- Percentage of villages covered under 
HV scheme 


- Percentage of rural 
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- Primary health centre: - Population covered under CHV scheme 


population ratio 


- Suc-centre: population 
ratio 


- Percentage of PHC's 
upgraded (to rural 
hospitals) 


III. Physical Quality of Life 
Indices: 
- Percentage of population - Per capita calorie and protein intake 
covered by protected water 
supply (rural and urban) 
- Percentage of population - Per capita consumption of different 
covered with safe excreta foods 
disposal (rural and urban) 
-~ Percentage of population (by age 
groups) showing signs of nutrition 
deficiency (by class) 
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ANNEXURE III 


STATEMENT SHOWING TARGETS OF 'HEALTH FOR ALL BY 
2000 A.D. AND THEIR PLAN-WISE PHASING 


Se 


National averages 


Index 


Present 


1985 


1990 


1995 


2000 AD 


a 


Crude death rate 
Infant mortality rate 
Perinatal mortality rate 


Pre-school (0-5 years) 
death rate 


Maternal mortality rate 


(MMR ) 


Life Expectancy at birth 


Birth weight below 2500 g. 

Crude birth rate (per 1000) 

Percentage effective couples 
protection 


Mean age at first marriage 
(female) 


Net reproduction rate 


Natural growth rate 


Family size 


Percentage pregnant Rural 
mothers receiving 
ante-natal care Urban 


aeher2 
(1978) 


1,9 
(1978 ) 


4,3 
(1979) 


56.3 


(estimate) 


46.3 


(estimate) 


Tt0 


29.5 
(198 3) 


35 


20 


20-25 


27.0 
(1988 ) 


44 


1.66 
(1988 ) 


9.0 
Below 60 


30-35 
10 


Below 2 


64 yrs. 
10% 


21.0 
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Percentage of deliveries 
by trained birth 
attendants 


Percentage population Rural 


with protected water 
supply 


Percentage population Ruml 


with sound excreta 
disposal 


Immunization status 
(percentage coverage 
of pregnant mother 
and infants 


i 4 


b. DPT 


d. BCG 


Percentage coverage 
Primary Health Centres 
for 50,000 population 


Percentage coverage of 
Sub-centres one for 
5,000 population 

Percentage coverage 
Nutritional supplement 
(iron and folic acid) 


a. Expectant mother 


b. Children 


Percentage covered by 
Vit. "A' prophylaxis 


Urban 


Urban 


10~152% 


(est imate) 


10 


21 


a 


60 


70 


60 
million 
(1983) 


60 


million 
(198 3) 


25 


80 


87 

83 
80 
83 
50% 
(1988 ) 


100% 
(1988) 


100% 
(1983) 


100% 
(1988 ) 


1002 
(1988) 


100 


100 
100 
50 


100 


100 


REPORT 
OF THE 
SUB-GROUP ON INTER-SECTORAL COORDINATION 
TO ACHIEVE 


HEALTH FOR ALL BY 2000 A.D. 


Five Working Groups on five different subjects were set up to prepare 
reports on the various components of the National Plan to achieve the 
objectives of Health for All by 2000 A.D. One of these Working Groups: was on 
Inter-Sectoral Coordination, with the following composition: 


1. Smt. P.P. Trivedi Chairman 
Adviser (Health) 
Planning Commission 


2. Smt. Nirmala Buch Member 
Joint Secretary 
Ministry of Social Welfare 


3. Shri A. Bordia Member 
Joint Secretary 
Ministry of Education & Culture 


4. Shri M.M. Rajendran Member 
Joint Secretary 
Dept. of Social Welfare 


5. Shri RB.K. Sharma Member 
Joint Secretary 
Ministry of Rural Reconstruction 


6. Shri P.K. Chatterji Member 
Adviser (PHE) 
Ministry of Works & Housing 


7. Shri Ahmed Masood Member 
Dy. Development Commissioner 
Ministry of Petroleum & Chemicals 


8. Shri N.N. Vohra ; Convenor 
Joint Secretary and 
Ministry of Health & Family Welfare Member-Sec retary 


2 The Working Group held two meetings (on the 5th.and 25th March, 1980) and 
had discussions on the various aspects of inter-secteral coordination for 
achieving the objective of Health for All by 2000 A.D. The guiding objective 
of the deliberations of this Working Group was the opening paragraph of the 
Declaration of Alma Ata which reads as follows: 


"and that the attainment of the highest possible levels (of health) is a 
most important worldwide social goal whose realisation requires the 
action of many other social and economic sectors in addition to health 


sector." 


65 


arts of the Declaration and of the recanmendations of the 
International Conference on Primary Health Care also emphasize the = a 
formulation of national policies, strategies and plans of action to . i 
Primary Health Care Programmes as part of the national health system in co 
ordination with other sectors. fo achieve this objective, the mobilisation 

of national resources in all sectors is most essential. The resources of the 
developing countries are limited and the needs are far too many. Efforts at 
achievements of the desired goals in any field of activity without a co~- 
ordinated plan of action are bound to be wasteful in time and resources, if 
pursued in a fragmented and isolated manner. Attainment of nationwide goals, 
specially social objectives, is possible only through sustained national will 
and co-ordinated efforts by all related sectors. This is specially true of 
the health sector. Health Development is both a cause as well as a result of 
social and economic development. Any ideal health policy should, therefore, be 
an integral part of overall development policies, reflecting the social and 
economic goals of the government and the people. In such an integrated 
approach the health and social and economic sectors will be mutually supportive 
and contribute towards the achievement of the ultimate goals of the society. 
In the aforestated context the Group very clearly realised that health ofa 
nation cannot be achieved through the efforts of only the health sector. It 
has to be an integral part of the national strategies in all sectors of social 
and economic development. 


7 The other p 


4. The Group undertook a broad appraisal of the plans and strategies of 

the various Ministries/Departments engaged in the implementation of social 
programmes. It was realised that almost all the sectoral plans have been 
largely conceived on the basis of isolated approaches. Some of the programmes 
on the social development front appear to be quite independent of each other 
and in some cases parallel efforts are being made, with obvious overlaps. 


a In the field of health, the Centre and the States have achieved some 
mentionable gains, in the three decades and more since independence. A net- 
work of Dispensaries, Sub-Centres, Primary Health Centres and Yospitals has been 
established. Large manpower has been trained and placed in the field. 
Mentionable advances have been made in the related fields of nutrition, 
maternal and child health care and family welfare. Efforts have also been 
launched in integrating health and family welfare aspects at the various levels 
of the health delivery organisational structure. In view of the very large 
population base, very high rates of growth and lack of satisfactory management 
have, together, stood in the way of our efforts, so far, making a positive dent 
on the health scene. 


6. It is imperative that if we are to seriously contend to achieve meaningful 
results within the next about two decades, within the constraint of financial 
resources which, in relative terms, are bound to continue to exist, then there 
is no alternative to the exploitation of available manpower and financial 
resources, available with the various agercies concerned with health, in the 
most well-planned and coordinated manner. 


7. The Group agreed that, in the first phase, efforts at achieving coordina- 
tion may cover adult education, social welfare, efforts aimed at improving the 
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lot of women and children, water supply and sanitation, manufacture and supply, 
at reasonable cost of essential, life-saving drugs, efforts at eliminating 
social evils of alcoholism, drug addiction etc. 


8. Towards the objective stated in the fore-going para extensive discussions 
were held by the Group, with members representing the various concerned 
Departments/Ministries. The broad emerging picture has been brought out 
briefly, in the following para. 


9. Water Supply and Sanitation 


9.1 The Ministry of Works and Housing have drawn up a Water Supply and 
Sanitation Plan for 1980-90. This Plan is in line with the objectives which 
were unanimously adopted at the United Nations Water Conference at Mar del 
Plata, Argentine, in March 1977, viz. that the orderly administration of 
water resources is a key factor to improve the economic and social conditions 
of mankind, especially in the developing countries. According to the World 
Health Organisation, 80 per cent of all sickness and diseases in the world 

is attributable to contaminated water. The contributions that safe water 
supply, sanitary disposal of excreta and other wastes, food, sanitation and 
personal hygiene can make to Primary Health Care are undeniable. 


9.1.2 The Minitry of Works amd Housing organised a Workshop on International 
Drinking Water Supply and Sanitation Decade in November 1978, attended by the 
Chief Engineers from the States to discuss the accelerated Sector Development 
and constraints likely to hamper such development. A rough assessment of the 
projected requirement of funds for the Decade indicates that over Rs.15,000 
crores would be needed to provide the basic minimum services to all the people 
in the country. A letter has been written by the Ministry to all the Chief 
Secretaries in the States, in February 1980, highlighting the importance of 
adequate preparations for launching the International Drinking Water Supply 
and Sanitation Decade and requesting them to organise necessary spade work, in 
this connection, at the State level. Action to prepare the Natonal Plan in 
connection with the International Decade has also been initiated. The States 
have been requested to intimate data on the projects and their cost which will 
be used for formulating requirements of foreign assistance. The World Health 
Organisation have been requested to obtain the services of suitable Consultants 
to prepare specific guidelines for feasibility reports in respect of the major 
projects which are to be posed for assistance from the World Bank and other 
international agencies. 


9.1.3 The projected requirement of funds for fulfilling the targets set for the 
Decade, namely, provision of water supply and sanitation facilities to all the 
people in the country (both urban and rural) will be as follows: 


i. Urban water supply Rs. 3,044 crores 
ii. Urban sewerage Rs.2,432 crores 
iii. Rural water supply Re.7, 057 crores 
iv. Rural sanitation Rs.3,301 crores 


The above requirements indicate the staggering size of the problem. The 
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Chief 
related targets for coverage by 1990, as recommended by the Conference of 


Engineers, is as under: 


i. Urban water supply — per — 
ii. Rural water supply 1 per cen 
ot Urban sewerage and 100 per cent In respect of Class I cities 
sanitation and 50 per cent in respect of 


Class II and other cities. 
Overall coverage in the States 
should be 80 per cent by means 
of sewerage or other simple 
methods of disposal. 
iv. Rural sanitation 25 per cent or more to -be covered with 
sanitary toilets. 
It has been realised that if the levels of services and methods of implemen- 
tation remain the same as in the past, it would be difficult to achieve the 
targets of the Decade. There is a need to ensure low unit cost and standards 
of services as well as much expanded mobilisation of local community and 
external resources. Keeping this in view an exercise has been carried out in 
the Central Public Health and Environmental Engineering Organisation (CPHEEO) 
to work out the projected requirement of funds for water supply and sanitation 
programme for the Decade for urban and rural areas, which is summarised as 


under: 


Items Rupees in crores 
1. Urban water supply 2,475 
2. Urban sewerage and sanitation 2,590 
3. Rural water supply 4, 288 
4, Rural sanitation 1,584 
Total 10,877 


9.1.4 The Draft Sixth Plan (1978-83) provides for about Rs.2,/00 crores for 
the water supply and sanitation sector. The present annual level of invest- 
ment is, on an average, about Rs.540 crores. It would need to be increased 

to a level of about Rs.1,083 crores per annum during the Decade if the said 
targets are to be achieved. This Group would, therefore, suggest an increase 
in the level of annual investment in water supply and sanitation programmes to 
the level of Rs.1,088 crores. It further suggests that the outlay for these 
programmes for the period 1978-83, 1980-85 and 1985-90 should be as follows: 


1978-83 Rs.2,/700 crores 
1980-8 5 Rs.4,000 crores 
198 5-90 Rs. 6, 000/Rs.8,000 crores 


The Group noted that this realisation would have to be kept in view while 
preparing the Annual Plans so that adequate funds are generated from all 
sources, including the recoveries from the beneficiaries, contributions by 


the State and Central Govermments as well as assistance procured from 
external sources, 
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9.1.5 Other steps, besides raising of financial resources, would also have to 
be taken. These would include stepping up the production of different 
materials required for the projects under the Decade Programme. The cost of 
pipes and other essential materials form major portion of water supply 
estimates, say, as much as 50-60 per cent. Advance action will have to be 
initiated, involving the Ministry of Industry as well as private industries, 
to step up the production of these materials. Training facilities available 
in the existing institutions and involving of additional institutions to take 
up the training of technical personnel, so that sufficient number of trained 
personnel to plan, design, execute and maintain the systems to be extended 
during the Decade will have to be planned and augmented. 


9.2 Educatton 


9.2.1 The role of the Ministry of Education and Culture is crucial to the 
achievement of Health for All. Education has a direct bearing on all efforts 
to promote health. Excluding the age group 0-4 India has 307 million 
illiterates (1971 census). With such a large illiteracy base efforts at 
health education become difficult and, therefore, all the more important. 
Then there is the challenging task of inculcating the principles and 
practices of good health among school goers, at all levels. Taking an overall 
view of the role of health education in appreciably reducing the problems of 
ill-health, the Group felt that the most urgent and well-planned steps are 
required to be taken to introduce health and population education at all 
levels of the school and university education. 


9.2.2 The National Adult Education Programme launched by the Government of 
India in 1979 aims at the extension of education and educational facilities 
to the entire population of illiterates mainly in the 15-35 age group, 
numbering about 100 million, within about five years. The NAEP incorporates 
the essential features of non-formal education. It aims at literacy and 
numeracy of a sufficient level to enable the learners to continue self- 
reliant learning, functional development of an individual as a producer and 
a worker as a member of the family and as a citizen in a civic and political 
system, and social awareness including awareness about the impediments to 
development. The instructor under this programme is assisted in his work by 
field level Government functionaries of the various Development Departments. 
When the subjects of Health and Family Planning are under discussions the 
Auxiliary Nurse Midwives (ANMs) and other staff of the Primary Health Centres 
are expected to participate. 


9.2.3 The target fixed for the period 1978-83 is 65 million and the 
corresponding requirement of funds has been worked out at Rs.686 crores. 

The requirement of funds for covering a population of 100 million comes to 
Rs.1,056 crores. Obviously, the requirement of funds for covering a population 
of 307 million of illiterates will, on a rough basis, be three times more say 
approximately Rs.3,250 crores. This requirement, keeping in view the funda- 
mental importance of the programme, is not beyond mobilisation. As ill-health 
disease and fatality is the highest amongst this segment of population, the 
Group felt that any delution of the NAEP targets would, even in the short run, 
prove to be an extremely expensive venture and result in retarding social 
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awareness and human development which, in turn, would have an adverse effect 


on economic development. 


9.2.4 The Group observed that, as yet, adequate plans for the training of 
trainers have not been envisaged under the NAEP. While there is no doubt that 
the field functionaries of the various developmental organisations of the 
Government are in a position to impart necessary awareness to the illiterates, 
they are not adequately and appropriately oriented or trained for carrying out 
such tasks. The Group accordingly recommended that suitably conceived 
orientation am training programmes for the trainers should be launched on a 
time bound basis. The lesson plans on various subjects, including health, 
hygiene and sanitation should be clearly identified and formulated in the 
easiest and most comprehensible terms, preferably through simple audio-visual 


aids. 


9.2.5 The Ministry of Education and Culture have not as yet worked out targets 
and corresponding targets for the 2000 A.D. perspective. The Group could also 
not inform itself adequately as regards the mechanics envisaged in securing 
the crucial coordination among the efforts being launched by the large number 
of developmental organisations operating in the field; how and to what extent 
the field functionaries of the various other organisations can be utilised 

for achieving the objectives of NAEP; the method, time and costs involved in 
rearing the requisite number of trained trainers to achieve the NAEP targets, 
and, whether the additions to the population of illiterates during the coming 
years, on account of the growth of population, has been taken into account 

for future planning. 


9.2.6 The Group was of the considered view that a well conceived Sc heol 
Health Programme requires to be drawn up and implemented on a time bound 
basis. The efficient and effective enforcement of such a programme would, 
besides extending the concepts of health consciousness and prevention of 
disease amongst the school goers also has the tremendous advantage of 
upgrading the levels of awareness of their families as well as of the social 
groups in which they live. 


The Ministry of Education and Culture, through the National Council of 
Educational Research and Training (NCERT), is attempting to improve the forml 
and non-formal education in the country. In these efforts, education has been 
envisaged as a tool to bring certain behavioural changes in the future 
citizens of the country. Behavioural change is considered more important than 
the development of functional awareness about health. For this reason the 
NCERT have taken up programmes for the effective teaching of concepts pertain- 
ing to health. These activities are in the form of instructional materials 
like syllabus, textbooks, teachers’ guides, laboratory manuals etc. A number 
of these programmes, like Nutrition Education Project, Primary Curriculum 
Development, etc. are directed towards tle strengthening of the teaching of 
all the concepts of health education. In order to develop environment based 
or community linked education very close cooperation is required between 
NCERT and all the agencies which are concerned with the implementation of 
health education. The Group noted with satisfaction that NCERT have formed a 
Working Group in the Council to strengthen health education. Special attention 
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is being given to the elementary level (upto age group 14+). The concepts of 
health education have been inducted in different disciplines and presented 
through reading materials of formal and non-formal education. Besides text- 
books, a number of supplementary reading materials on health education have 
been put by the NCERT. They have also developed toys to explain these 
concepts and tried out in the school education programmes. At the secondary 
and higher secondary level, health education is included in the instructional 
materials. The NCERT has collected valuable information about the present 
status of medical check-up and vaccination in the schools of the country. 

The health education textbooks have been developed jointly with the Central 
Health Education Bureau for classes IX and X as a part of NCERT's efforts to 
strengthening health education. It also forms a significant part in the 
syllabus of physical education. As the majority of the students give up 
formal education after the middle stage, health has been given top most 
priority in the subject matters of this level. Special experimental programmes 
include arrangements for constant monitoring so that improvements are made at 
each stage of implementation. 


The relevant recommendations of the Alma Ata Conference being in 
conformity with the Belgrade Charter on Environmental Education, which have 
been accepted by the Government, the Group is of the considered view that there 
is need to formulate an exhaustive approach paper on health education, speci- 
fying clearly the rationale, strategies, expected outcomes and evolving of 
action programmes on the basis of National Education Policy and the National 
Health Policy, also keeping in view the recommendations made in the above Con- 
ferences. There is also urgent need to undertake experimenta! projects, in 
selected areas, to establish viable models for generating appropriate mecha- 
nisms of involving all related agencies in the field of health education. Health 
is the most important component of the environment and is constantly interacting 
with other components of the environment, thus resulting into a "system" 
which is not uniform all over the country. There is, therefore, an urgent 
need to identify this 'system', especially in the socially deprived areas. 

The NCERT who are doing good work in the field of health education need to 
utilise the services of all their Departments, numbering about 30, for taking 
up appropriate programmes to strengthen health education. Training programmes 
also need orientation wherein health should be stressed not as a discipline 
but as part of one's life and teachers must be equipped to offer proper . 
counselling and guidance to the child in solving their day-to-day problems. 
The Group feels that health education should not remain only within the 
confines of school education but should also be included actively in the 
education programme of the colleges and universities. Further, concrete 
programmes tn this direction require to be built up by the Ministry of 
Education in coordination with the Ministry of Health and Family Welfare and 
the initiatives already launched in the field of health education at the 
university level finalised and implemented on a time bound basis. 


9.3 Drugs 
9.3.1. One of the recommendations of the Alma Ata Conference is that the 


Governments shovJd formulate national policies and regulations with respect to 
the import, local production, sale and distribution of drugs and biologicals 
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Ss as to ensure that essential drugs are available at the various eon = 
primary health care at the lowest feasible cost; that specific erect DY. 
taken to prevent the over-utilisation of medicines; that bi tr : 
remedies be incorporated; and that effective administrative and supp y bi 
systems be established. Within this framework the question of our exis is 
capacities in the selection, supply and proper use of essential —_ 
looked into by the Group. This Group had before it the findings of the : 
Working Group set up on this subject by the Planning Commission, in Apri ; 
1978, to formulate targets and programmes for the Drugs and Pharmaceuticals 


Industry for the period 1978-83. 


9.3.2 The current production covers a wide range of bulk drugs and a host of 
other synthetics, besides practically the entire range of formulations 

demanded by the medical profession. The technology adopted for the production 
covers intricate and sophisticated ones in the field of fermentation, synthetic 
operations and extraction and purification of the active principles contained 
in the plant and the animal kingdoms. As regards the financial requirements 
for the manufacture of bulk drugs it has been estimated that Rs.720 crores will 
be required for the period 1983-84. The projected quantum of bulk drugs would 
result in the production of formulations of the value of Rs.2,160 crores 

during 1983-84. On an overall basis, investment in the public and private 
sectors is expected to be of the order of Rs.150 crores and Rs.400 crores 
respectively. These figures indicate the gap in the resources required as 

per envisaged demands. 


9.3.3 The Group examined issues relating to the pricing of bulk drugs, price 
control etc. and noted that custom duties on the import of some 22 bulk drugs 
required for the production of essential life saving formulations, have been 
withdrawn. The benefit of withdrawal of the custom duties on the bulk drugs 
has been passed on, wherever possible, to the consumers by reducing the prices 
of formulation based on such drugs. The wholesale price index for drugs and 
medicines for the period April to October 1979 registered a marginal decline 
as compared to wholesale price increase for drugs and medicines during the 
year 1978-79. The Group felt that there is a need to take further measures to 
reduce prices, specially those of essential and life saving drugs. 


9.3.4 For meeting the drug requirements of the governmental sector, it was 
suggested that further reduction in the costs could be achieved by working out, 
in advance, the quantities of the specific medicines required for distribution 
through government run/controlled hospitals and dispensaries. Such advance 
assignments would enable the units in the Central public sector to secure 
significant economies of scale. The possibility of establishing a company 
preferably in the public sector, which would organise all the purchases and 
even perhaps get formulations manufactured on jobbing basis could be examined 
There are further possibilities of reducing the cost of production if only : 
optimal quantities of excipients are used. This aspect could be gone into 

by the Drugs Controllers. Similarly, significant savings could be secured by 
standardising packaging. Only those packing materials may be allowed to be 
used which could bring down the cost without impairing the quality of the 
drugs, saving high expenditures on publicity and sales promotion packings. 
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9.3.5 Perhaps the most significant reduction in costs could be achieved by 
ensuring that all institutional purchases are made of generically branded 
drugs and formulations. No excise duty is leviable on drugs sold under their 
generic names. The Group noted that adequate action on these lines has still 
to be initiated by the Health Ministry and, accordingly, urged urgent moves 
in this direction. As regards the requirements of vaccine and sera, the 
facilities already available with the Ministry of Health and Family Welfare 
could be further augmented and measures taken to achieve self-sufficiency by 
the year 2000. The.Group recommended that while projecting the requirements 
of medicines/vaccines, the requirements of family planning devices should 
also be similarly worked out. The need to enforce prevention of adulteration 
laws more effectively was also emphasised by the Group. 


9.4 Comnmmity Involvement 


9.4.1 The Ministry of Rural Reconstruction is primarily responsible for 
community institutions and implementation of certain basic rural reconstruc- 
tion programmes. The Group felt that this Ministry may make all out time 
bound efforts to mobilise community participation in the implementation and 


management of all developmental programmes. It was noted that some of the 
past failures and poor development have been due to the fact that the community 


is either not involved at all or very poorly involved in the initial planning 
of schemes and programmes. It is for this reason that implementation and 


subsequent management are looked upon by the community as the sole responsi- 
bilities of the government. It was noted that effective community participa- 
tion would not only contribute to a significant reduction in the costs of 
projects but also ensure their proper management. The Group felt that 
community participation in the construction of Sub-Centres, Primary Health 
Centres, implementation and maintenance of water supply works and sanitation 
programmes were concrete areas in which mobilisation efforts could be launched. 
It was noted that contributions in the form of labour can be secured very 
easily. The Group felt that, for the beneficiaries to value the facilities 
created for their welfare, it may be worthwhile for a token charge being 
imposed, perhaps per every rural household, for the services received. It 
was also agreed that there has been very meaningful and effective coordina- 
tion between the Government, at the various levels, and the voluntary 
organisations active in the field. The Group noted that in a larse number 
of villages the panchayat is non-functioning. It was felt that in such 
areas alternative bodies may be selected for mobilising community participa- 
tion. It was appreciated that while duplication of efforts (manifested by 
the multiplicity of field functionaries) cannot be avoided in so far as the 
transfer of skills in the rural areas is concerned, there is scope for 
ensuring against too many uni-purpose workers in the social services sector. 
This would not only result in economies but perhaps also lead to better 
results. 


9.5 Developmental Programmes for Vulnerable 
Population Groups 


9.5.1 The Department of Social Welfare of the Ministry of Education and 
Culture looks after the planning and implementation of programmes for the 
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children and handicapped persons. The 
Group noted that any strategy of Health for All by 2000 A.D. will ty: ~ 
ensure very good implementation of the specific measures and methodologies 
for the delivery of health services, including preventive measures, to 
ensure health and wel fare of these sections of society. This is extremely 
essential as the access of these crucial sections of the society to the 
health services, wherever available, is much less than of the higher 
socio-economic groups which are better placed to make use of the services. 
Moreover, certain preventive measures and interventions to provide nutrition, 
sanitation, health education etc. to these groups would be very directly 
conducive to the achievement of the goal of Health for All. 


welfare and devel opment of women, 


9.5.2 The Group is of the opinion that "yomen's groups" and their activities 
can be a very useful delivery point for rendering services to women, includ- 
ing health services. Such. groups can be very useful points for health educa- 
tion as well as education for family welfare. Such groups, to be effective 
and viable, would require budgetary and other supports for being enabled to 
take up effective activities also keeping in view/the increase in population, 
in the future. The Group noted with satisfaction that the Social Welfare 
Ministry have made a provision for assisting Mahila Mandals for taking up 
such activities, by giving them a small revolving fund and for taking up the 
training of Mahila Mandal members. For any appreciable impact and use of 
women's groups to ensure delivery of health services through them, at least 
villages with a popul'ation of 1000 should have a womens' group which should 
be assisted to be an active and viable delivery point in the village, for 
rendering services to village womenfolk. On this basis the number of 

women's groups needed to be promoted by 2000 A.D. has been assessed by the 
said Ministry to be 1,24,313 requiring financial support of Rs.130 crores. 
The Group is of the view that the above target should be increased and that we 
could have at least 2,50,000 women's groups for the same number of villages in 
the country by the year 2000 A.D. Naturally, such enhancement of targets 
would involve almost doubling the financial support. The Group was of the 
considered view that this activity is required to be undertaken in very 
effective coordination with other developmental activities including health, 
adult education etc. The other important programme being taken up by the 
Social Welfare Ministry is the network of child care centres, supporting 
women employment as well as rendering services to children. The Social 
Welfare Ministry, through the Central Social Welfare Board also takes up a 
number of programmes which provide very useful entry points for delivering 
much needed health and other services to the vulnerable sections of society. 
These activities are also taken up through the voluntary organisations and 
include grants to hospitals, medical camps, camps for health check up, 
organisations providing maternity services, orphanages, homes for the 

infirm and the aged. It has been estimated by the Social Welfare Ministry 
that the number of beneficiaries under the various schemes, namely, Orphanages 
and Foundling Homes, Pre-primary School/Balwadis, Cultural/Recreational 
Centres and Libraries for Children, Creches, Maternity Centres, Welfare of 
Handicapped, Homes for Aged and Infirm, Infant Heaith Centres and General 
Medical Aid, Nutrition, and Camps for training of rural women in leadership 
and public co-operation will be about 45 lakhs by the year 2000. This is 

far too insignificant a figure. The Group is of the view that the coverage 
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under these various programme requires to be raised at least ten-fold to have 
a meaningful impact. 


9.5.3 The Nutritional Intervention Programmes and the Integrated Child Deve- 
lopment Services Programme of the Social Welfare Ministry need to be rapidly 
_expanded so that we could achieve better health of at least the vulnerable 
and disadvantaged groups of the society, particularly the children and women. 
A package of integrated services could be delivered in the further and future 
expansion of these programmes. The ICDS Programme which particularly aims at 
the development of the children could expand to provide, in a package forn, 
primary health care to children and nursing expectant mothers. Presently the 
programme touches only the fringe of the problem considering that only 200 
ICDS projects stand sanctioned, whereas we have about 5,500 Blocks in the 
country and 115 million children below six years of age as per the 1971 
census. The Group is of the view that while it is difficult to foresee the 
availability of the requisite resources, it would be necessary as assessed 

by the Social Welfare Ministry, to have at least 4,525 ICDS projects in the 
country by the year 2000 A.D. The gap, which is quite small, may be filled 
up by the State Sector ICDS projects. The estimated expenditure by the year 
2000 will be Rs.2,419.20 crores. Though this appears too large a requirement 
the Group felt that it should be our objective to work towards providing these 
resources, in a phased programme, to achieve a mentionable dent, in our over- 
all approach to secure health for all by 2000 A.D. 


10. The Group was of the considered view that the satisfactory achievement of 
an objective of the nature of Health for All by 2000 A.D. could be secured 

only through integrated socio-economic development, planning and implementation. 
It was noted that currently there is no integration of social welfare objectives 
in plans of economic development except in a very broad sense. The Group felt 
that positive moves in this direction require to be launched, to ensure that 
every economic development project ensures against environmental pollution and 
positively provides for housing, health, adult education and other related 
aspects which are currently getting altogether neglected or receiving very 
piece-meal attention. 


10.1 The Group appreciated that even if meaningful and urgent moves were made 
to ensure fully integrated socio-economic development the desired gains in the 
social welfare sector may not become available for quite some time. It was 
also noted that it may not be an altogether easy task to bring about in the 
immediate future, the requisite corrective changes in the currently accepted 
planning models. Thus, taking overall practical view of the prevailing 
status of social and human development and being cognisant of the urgent 
importance and enormity of the challenges before the country and the need for 
integrated programmes and coordination in implementation, the Group made the 
following recommendations: 


i. The Working Group on Population Policy has recommended that population 
policy structure should be headed at the highest level by the.Prime 
Minister. No population policy programme which mainly would include 
family planning can succeed without a full package of health services. 
Therefore, the Group/Committee constituted for the population policy 
programmes may also be entrusted with the task of coordination of 
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a 


ii. 


iii. 


iv. 


At present there is a Cabinet Committee on 
Population Policy headed by the Prime Minister. This Committee is 
at present not functioning. It could be reactivated and could become 


the apex body at the national level. 


'Heaith for All’. 


The Planning Commission may coordinate the social development 
programmes to include health, nutrition, water supply, sanitation, 
education, social welfare, population policy etc. through a member 
placed incharge of the whole sector. This may be formalised by 
setting up a Committee headed by the Member with Secretaries of the 
Ministries concerned as members. It may also coordinate Minimum 
Needs Programme. If this committee is constituted, the Committee of 
Secretaries with Cabinet Secretary as Chairman to coordinate Minimum 


Needs Programme may not be necessary. 


In the States also, the State Governments should constitute the 
Coordination Committees under the Chief Minister and an Executive 
Committee with Chief Secretary as Chairman. The programmes may be 
coordinated by suitable existing or if necessary new coordination 
committees at divisional, district and block levels through 
Divisional Commissioners, Deputy Commissioners/Collectors and Block 
Development Officers. 


The Coordination to be effective should be started from the base 
implementing level, namely, the village. The Gaon Panchayats which 
could have undertaken this work are riddled with factions, politics 
and corruption and dominated by higher castes and class are in- 
different, if not exploitive of, the difficulties of the weakest and 
have also become defunct. An organisation at the village level must 
be immune from these drawbacks. It is, therefore, suggested that a 
village or group of 50 households in a village may form a village or 
sub-village council with one representative from each household. The 
representative may be in the age-group 30-60 residing in the village. 
A member of the household not regularly residing in the village should 
be ineligible. The age-group 30-60 has been suggested to enable the 
member to have a say and stake in the decision-making. The Council 
should meet once a month on a fixed day and time. 


Such a programme has been started in Nagaland and is making good 
progress. If any State experiences any difficulty in organising the 
village councils in view of the strong lobby of gaon panchayats, a 
village council of the harijans and landless may be made which may be 
the only village body for their programmes. It will have an integrated 
look at village development including health. 


10.2 It was the unanimous concensus of the Group that the objectives of Health 
for All by 2000 A.D. are not beyond reach but not much success is likely to be 


achieved without sustained political will and support both at the Centre and 
in the States. 
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OF THE 
SUB-GROUP ON COMMUNITY INVOLVEMENT 
TO ACHIEVE 


HEALTH FOR ALL BY 2000 A.D. 


at 


The Group on Community Involvement met in New Delhi on March 18. The 
following were present: 


l. Dr. K.S. Sanjivi Chairman 
ll, Link Street 
Q.1.T. Colony 
Madras-600 004 


2.-DEvGire.) B.J. Goya}t Member 
C.M.O. 
King Edward Memorial Hospital 
Sardar Mudliar Road 
Rasta Peth 
Pune-400 011 


3. Shri R.R. Gupta Member 
Joint Secretary 
Ministry of Health & Family Welfare 


4. Dr. Vijay Kumar Member 
Health Community Medicine 
Post-Graduate Institute of Medical 
Education and Research 
Chandigarh 


5. Dr. L. Ramachandran _ Member 
Director 
Gandhigram Institute of Rural Health 
Gandhigram (Dist. Madurai) 


6. Shri V.N. Kakar Convenor & 
Chief (Media) Member-Secretary 
Department of Family Welfare 


Dr. R.S. Arole, Director, Comprehensive Rural Health Project, Zamkhed- 
413 201 (Dist. Ahmednagar) could not come. 


2s The Group recommends that the concept that health is not only a basic 
right of man but also one of his essential responsibilities must be promoted 
vigorously in order to bring about greater community involvement in health 
care programmes. The community at present looks at health as the sole 
responsibility of the State as something to be administered by the Government 
to the people. This tendency needs to be changed. The community should be 
given the feeling that promotion of health is a joint responsibility to be 
shared by the Government and the people. 


3% There cannot be any uniform pattern for the involvement of the community 
in health care programmes for the country as a whole or even for any single 
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eds of the situation and availability of infra- 
structure and other resources, the pattern of community niger ie _ 
inevitably differ from place to place. The important thing is t as S: 
sectors of the community should be associated with health care nes ee 
all stages - from planning to actual utilisation of resources. e 

should be encouraged to make monetary contributions to these programmes. 


region. Depending upon the ne 


4. The Group feels that to bring about greater involvement of the community 
in health care programmes, it is important that entry points, in tune with 
local felt needs, should be identified. Once the community gets the confi- 
dence that health programmes will help it in meeting its own needs, the 
participation of the community in these programmes can be achieved with less 


difficulty. 


. # The Group recommends that in relation to community involvement, health 
care should embrace all aspects of health and family welfare, including 
maternal and child health programmes, nutrition programmes and family welfare 


services. 


6. The Group feels that the community health volunteers inducted in the 
rural scene in the recent past can play an extremely useful role in bringing 
about cammunity participation in health programmes in villages. The weak- 
nesses in the scheme as have come to light must be removed quickly. The 
Group is of the strong view that there should be no compromise with the 
essential principles of the scheme - v7z. volunteers should not be Government 
functionaries, they should command respect amongst the people they seek to 
serve, they should live in the villages where they work and they should be 
available to the community in all times of need. The Group recommends that 
the scheme of community health volunteers should be strengthened and enlarged 
with modifications wherever considered necessary. 


7 The Group feels that in every village there should be two community 
health volunteers and at least one of them must be a woman. This is parti- 
cularly essential from the point of view of involving women in maternal and 
child care as well as family planning programmes. 


8. The Group feels that the importance of the mother for promotion of 
health within the family and, through the family, in the community as a 
whole has not received due recognition from health planners. The mother 
has a vital stake in the health of her children and cleanliness of her home. 
The Group feels that special programmes should be designed to encourage 
mothers to emerge as leaders in community participation in health care. 


9, Cleanliness of the body and the mind is an essential concept embedded 

in the Indian cultural ethos. The Group feels that health education 
Programmes have failed to take advantage of this situation. Further, whatever 
be the other weaknesses of these programmes, these are far too inadequate 

and one does not find much evidence of their existence in the society. In the 
old days hygiene used to be one of the subjects taught in schools. At present 
in most of the States health education has not been included in the formal 
education system. The Group notes with regret that even though at numerous 
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conferences recommendations have been made that health education must become 
an integral part of the school system, these recommendations have not been 
implemented in most of the States. The Group feels strongly that if health 
is one of man's basic rights and responsibilities, health education must 
receive its due place in the formal education system. 


10. The Group further recommends that health education should be inducted in 
all programmes of non-formal education for various sectors of the society - 
viz. agricultural extension workers, industrial workers, cooperative societies 
and organisations devoted to social welfare, particularly welfare of women and 
children. The Group also recommends that health education should be promoted 
systematically through the National Adult Education Programme launched by the 
Ministry of Education. 


11. The Group took cognizance of the media explosion which the country has 
been witnessing for several years. It notes with regret that even though 
mass media provide immense scope for the promotion of health care programmes 
and for the participation of the community in such programmes, these have 
been utilised only marginally and not in a systematic manner. The Group 
feels that the Government, both at the Centre and in the States, should take 
the lead in remoulding this situation. There is dearth of films and other 
audio-visual media material on health education. There is not much 
evidence of large-scale and systematic utilisation of print media. Drugs 
and cosmetics are advertised on a massive scale through all media. Their 
mounting sales reflect the potential of these media. This potential should 
be used ina planned and systematic manner by the Government in promoting 
the positive aspects of health and. in achieving greater participation of the 
people in them. 


12. The Group feels that at the grassroots greater use of inter-personal 
communication should be made to promote people's involvement in health care 
programmes. The Group notes that the Ministry of Health and Family Welfare 
has launched a large-scale programme of organising orientation camps of 
opinion leaders in villages in order to promote family welfare. The Group 
recommends that general principles of health care should always find 
reflection in family welfare and the forum of orientation camps should be 
utilised fully to increase the community's involvement in all health care 
programmes. The Group further recommends that women should be encouraged in 
particular to take part in the orientation training camps. 


13. The Group feels that Government-sponsored programmes for the involvement 
of the community in health care should have an in-built mechanism of 
evalu2ztion. The Group further suggests that those responsible for conducting 
these programmes should be given refresher courses from time to time. 


(Note: The Group did not consider specifically the role of voluntary 


organisations in community participation programmes because this 
matter is being taken up in greater depth by another group). 
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SUB-GROUP 3: ADDITIONAL NOTE FROM THE CHAIRMAN OF THE GROUP 


The recommendations of the Group prepared by the convenor and approved 
contain all the points on which there was unanimity during the dis- 


by me 
cussions. I had circulated to the Group a note on the subject containing 
my views. The €ollowing two points contained in my note are considered so 


important that I am sending these additional recommendations for the 
consideration of the entire National Committee on Health for All by 2000 A.D. 


iF In continuation of para 3 of the Group's recommendations please add 
"community consists of all the families living in an area without any 
reference to their occupation cr economic status. In our scheme for COHEDECs 
and Mini Health Centres it has been provided that each family should contri- 
bute, on behalf of all its members, 0.5 per cent of its annual income subject 
to a minimum of Rs.6 per annum and a maximum of Rs.180 per annum. Here let 
me quote Dr. Mahler, Director General of WHO, "Are the costs exhorbitant? 
Recent small-scale studies have shown that considerable improvements in 
people's health can take place for as little as 0.5 to 2 per cent of the 
yearly gross national] product per person or what amounts to a few dollars a 
year. This is by any standard a reasonable cost, around a hundredth of what 
is spent on health by people in many rich countries. So cost factors should 
not hinder governments when they consider if, and to what extent, they should 
commit themselves to the target of Health for All by the year 2000 A.D.". 
(World Health, November, 1979). 


ae The National Service Corps in the various colleges should be mobilised 

for non-formal and for health education in a big way. To my mind giving them 
such jobs as building roads is a rather futile exercise. It is understood that 
most Universities in India have taken a firm decision that community service 
should be compulsory for every student and that marks will actually be 

allotted for the same. More than the decision itself is the exact method of 
implementing the decision in such a way that the entire community gets 

maximum benefit, quite apart from the good it will do to the student's 
motivation, 
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l. 


The Working Group 
voluntary organisations in the context 
A.D. met at Nirman Bhavan, New Delhi, 

ship of Dr. K.N. Rao. 


Dr. K.N. Rao 


Dr. M.G. Garg 


Mr. J.S. Bali 


Dr. Daleep S. Mukarji 


Representative 


Representative 


Shri R. Natarajan 


Shri R.R. Gupta 


Shri N.N. Vohra 


constituted for making recommendations on the role of 


of the goal of Health for All by 2000 
on 20th March, 1980 under the Chairman- 


The list of participants is given below: 


Health Association of India 
D-57, Naraina 
New Delhi 


General Secretary 

Indian Medical Association 
Indraprastha Estate 

New Delhi 


Consultant 

Voluntary Health Association of India 
C-66, Defence Colony 

New Delhi 


Programme Director RUHSA 
Melkavanur P.O. 

Via K.V. Kuppam 

Dist. North Arcot, Tamil Nadu 


Christian Medical Association of India 
Bangalore 


Ramakrishna Mission 
R.K. Ashram, Punchkuin Road 
New DeLhi 


Joint Secretary 

Ministry of Health and Family Welfare 
Nirman Bhavan 

New Delhi 


Joint Secretary (FA) 

Ministry of Health and Family Wel fare 
Nirman Bhavan 

New Delhi 


Joint Secretary 

Ministry of Health and Family Welfare 
Nirman Bhavan 

New Delhi 
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Deputy Director General (RHS) 
Directorate General of Health Services 
Nirman Bhavan 

New Delhi 


10. Dr. M.D. Saigal 


* 


2, The meeting generally considered drawing attention io the following aspects 
of the matter v72. 


i. the functions that could be assigned to the voluntary organisations in 
replacement/reinforcement of the work of State and Central Government 
systems at the field level; and 


ii. the interaction and mutual relations between the Governmental system 
and the voluntary organisations. 


3. After detailed deliberations, the following suggestions emerged: 


(a) Voluntary organisations in this context could be defined as those 
organisations which are non-government non-profit making in character, and not 
fully funded whether directly or indirectly only by the Government. While 
private organisations also fall in the general category of non-governmental 
organisations, unless they fulfil the criterion of non-profit organisations, 
they could not be qualified for assistance from Government resources. 


(b) There is a definite and important role for voluntary and recognised 
private organisations in delivering health care services as contemplated in the 
concept of Health for All by 2000 A.D. The work in this field cannot be carried 
out only by Government agencies; the work of all organisations in this field 
will require coordinated inter-meshing to make optimum use of all available 
resources - men, money and materials -— to the nation. 


(c) Promotion of community participation to the largest extent possible in 
order to generate demand for health services as well as utilisation of such 
services, should be a common goal of all organisations in this regard. 


(d) Voluntary or recognised private organisations will have a role to play 
in all aspects of health services, such as service delivery at different levels 
from the periphery to the highest referral points - curative, preventive, pro- 
motive and rehabilitative, including prophylaxis coverage; education and moti- 
vation, including health education, training of para-medical or other workers, 
such as CHVs, Dais, etc., research into health care delivery system in all 
these aspects, including undertaking innovative approaches; field studies to 
test out assumptions in accordance with their Capacity. 


(e) In all the functions mentioned above, the goal of primary health care 
should be kept in the central focus. Voluntary organisations also should bear 
in mind cost effectiveness of their activities vis-q-vig governmental system 


(£) The need for coordination of activities of all 
P volunta 
with those of the Government is of paramount importance, To shines Lia 
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also to maintain close and continuous dialogue between the Government and the 
voluntary organisations it would be necessary to set up Standing Committees 
at the Central, State and local levels. These Committees should look into all 


aspects of work as well as relationship between the Government and the voluntary 
organisations. 


(g) Where voluntary organisations have taken root, duplication on similar 
services from the Government could be avoided, such as in the areas of mini- 
health centres of Tamil Nadu or similar programmes in other States. 


(h) Recognition of voluntary organisations for their work as well as for 
the purpose of Governmental support to them would be a proper step. Proc edures 
for this purpose may have to be worked out. 


(i) The work of the voluntary organisations must have maximum flexibility 
suited to the capacity, manpower availability, areas of operation, financial 
strength, and the general objectives of each organisation. While, therefore, 
there should be no rigid pattern of assistance from the Government to such 
organisations, there would be need to make available some standard patterns 
around which changes can be made to suit each organisation. 


(5) Voluntary organisation must be able to receive supplies from the 
Government for general programme purposes such as ANM Kits, vaccines for 
immunization, health education materials, WHO Handouts, etc. In addition, 
recognition by way of participation in policy making bodies would also give a 
boost to these organisations. 


(k) Only those organisations which fulfil the criteria of voluntary 
organisations, as defined above, and which have a secular outlook and provide 
free accessibility to all sections of people, should be recognised and 
afforded assistance from the Government. 


(1) In the field of providing financial assistance to voluntary organi- 
sations, establishment of an autonomous and financial body like the 
Agricultural Finance Corporation, etc. could even be considered. Such a’ body 
could receive a main corpus fund by way of support from the Government as 
also private grants, including grants from foreign donors. It could also be 
provided with annual subventions. Such a Corporation could make available 
funds in turn to voluntary organisations. For the purpose of raising funds, 
specially for health coverage, taxes, insurance, local cesses and people's 
contribution for services rendered according to financial’ status of the indi- 
vidual, could also be considered. 


(m) The need for vertical as well as horizontal linkages of all voluntary 
organisations with the overall health infrastructure was repeatedly emphasized. - 
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The composition of the Sub-Group on Health Services Organisation to 


achieve Health for All by 2000 A.D. is as follows: 


1. Dr. N. Jungalwala 
Safdarjang Enclave 
New DeLhi 


2. Mr. P. Murari 
Commissioner Health 
Government of Tamil Naau 
Madras 


3. Dr. N.H. Antia 
The Foundation for Research in 
Community Health 
84-A, R.G. Thadani Marg 
Sea Fall Corner, Worli 
Bombay 


4. Mr. Malcolm Adeseshia 
Member of Parliament 
New Delhi 


5. Dr. K.N. Udupa 
Director 
Institute of Medical Sciences 
Banaras Hindu University 
Varanasi, 


6. Dr. L.P: Agarwal 
Director 
All India Institute of Medical Sciences 
Ansari Nagar 
New Delhi 


7. Mr. T.V. Antony 
Joint Secretary 
Ministry of Health & Family Welfare 


8. Dr. M.D. Saigal 
Dy. Director General (RH) 
Directorate General of Health Services 


Special Invitees 


1. Mrs. Serla Grewal 
Additional Secretary 
Ministry of Health & Family Welfare 
New Delhi 


Chairman 


Member 


Member 


Member 


Member 


Member 


Member 


Convenor 
and 
Member-Sec retary 


91 


2. Dr. I.D. Bajaj 
Additional Director General of Health 


Services 
Directorate General of Health Services 


New Delhi 
1. Review of Present Status 


1.1 The Rural Health Services in India were developed on the basis of the . 
directions and guidance provided by "Health Survey and Development Committee 
(Bhore Committee) in 1946. The Community Development Programme was launched 
on 2nd October, 1952 as the first integrated rural development programme for 
all round development of rural areas. It was proposed to establish one 
Primary Health Centre for every Community Development Block. The Primary 
Health Centres were conceived as the nuclei from which the Primary Health 
Care services would radiate through sub-centres, over the countryside. Their 
operational responsibility as envisaged at that time was to cover medical 
care, control of communicable diseases, maternal and child health, nutrition, 
heath education, school health, environmental sanitation and collection of 
vital statistics. Each primary health centre had three sub-centres, looked 
after by a trained midwife to provide MCH services. 


1.2 The Committee recognised the inter-sectoral efforts required to provide 
basic health services to the community. Besides suggesting a health system 
design for the future development of health services in the country, Bhore 
Committee laid special emphasis on certain basic essentials like suitable 
housing, sanitary surroundings and provision of safe drinking water. Deve- 
lopment of health services were considered as an integral part of the socio- 
economic development and as such among the recommendations, the Committee also 
recommended Government's efforts towards elimination of unemployment, 
provision of living wages for all and improvement in agricultural and 
industrial production; the concept being stressed now under Alma Ata 
Declaration. 


1.3 The Health Survey and Planning Committee (Mudaliar Committee) 1961 studied 
the functioning of Primary Health Centres and the progress made in establishing 
them. To improve the operation of Primary Health Centres, this Committee 
recommended a reduction in the population covered by them, expansion and 
strengthening of district hospitals, introduction of mobile teams of specialists 
to provide necessary supervisory and consultancy services to the periphery. 


1.4 The Mudaliar Committee made critical reference to the utilisation of highly 
trained doctors for carrying out routine duties which can as well as done by 
lesser qualified people, and suggested concerning such highly trained personnel 
to jobs that they ought to be doing and to make greater use of auxiliary health 
personnel, Regarding the health personnel engaged in campaigns against certain 
diseases, the Committee was of the view that it is neither possible nor desir- 
able to have separate agencies to deal with separate diseases and suggested 


that health personnel should be trained to tackle all health problems in any 


area, 
. 
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1.5 The 1961 census report indicated disturbing trends in size of the country's 
population, and failure of the "Clinic Approach" to popularise adoption of 
contraceptive practices. A Committee appointed by Government of India under 

Mr. R. Mukherjee in 1964 recommended "Extension Approach" and integration of MCH 
Services with Family Planning Programme. Besides recommending one uni-purpose 
family planning field worker for every 20,000 rural population and a block 
extension educator for every primary health centre, the Committee recommended 
further expansion of facilities at Primary Health Centres with the addition of 

a rural Family Planning Centre attached to each PHC, one sub-centre for every 
10,000 population with a trained Auxiliary Nurse Midwife and one Lady Health 
Visitor to supervise and guide the work of four sub-centres. Besides adding to 
the physical facilities and equipment, it was also decided to provide one more 
medical officer and other supporting staff at each Primary Health Centre. The 
Committee also recommended to have urban family planning centres for every 
50,000 urban population. With the integration of MCH services with family 
planning programme, the urban centres staffing pattern was revised, so as to 
include one lady health visitor and one ANM. A pattern of urban family 
planning centres was subsequently developed to cover different sizes of 
population. 


1.6 The above pattern of developing the rural health and family planning 
services continued till the Fourth Five Year Plan. The Primary Health Centres 
complex functioned as centres of medical relief, and first anchor against 
disease and ill health, and main unit to provide MCH and family planning 
services in rural areas. They were not equipped either to provide diagnostic 
facilities, surgical procedures or hospitalization and treatment of serious 
ailments. The main objectives of health programmes during this period were 

to (i) control/eradicate communicable diseases; and (ii) provision of curative, 
preventive and promotional health and family planning services, supply of 
contraceptive devices. The different important health programmes like 
malaria, smallpox, tuberculosis, leprosy, MCH and family planning were being 
implemented in the field as vertical programmes through uni-purpose workers, 
with little or no coordination among them. 


1.7 Primary Health Centres and sub-centres were designed to make primry 
health care and family planning services available throughout the rural areas. 
Though most of Primary Health Centres and sub-centres were established accord- 
ing to the plan, they have not been able to effectively cover the entire popu- 
lation under their jurisdiction. The expanded health facilities though 
achieved some success in control of communicable diseases, provision of MCH 
services, popularising family planning methods and in providing medical 
relief, the achievements in all fields were far below expectation. The 
organisation also did not fulfil its promise of providing primary health 

care to rural population. 


2. Multi-purpose Workers Scheme 
2.1 The Kartar Singh Committee 1973 recommended establishment of a sub-centre 


for every 5,000 rural population and integrated approach for delivery of 
health services by progressively introducing multi-purpose health workers and 
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supervisors. This scheme attempts to reduce the traditional apeecit scare 
found at administrative and operational levels of various health wight is . 
The important manipulative efforts undertaken to modify the i , 
strategy of providing primary health care to the rural population invo “_ a 
rational utilization and adjustment of available health manpower, in sucha 
manner as to reduce the area coverage of peripheral workers and entrust each 
of them with the responsibility of rendering comprehensive primary health 


care to the rural community. 


2.2 To give effect to this concept, the Fifth Five Year Plan laid stress on 
the existing uni-purpose workers being trained and re-oriented in the multi- 
purpose approach. Under this scheme, male uni-purpose health workers like 
Basic Health Workers, Vaccinators, Family Welfare Health Assistants etc. are 
designated as Health Workers (Male). The existing Auxiliary Nurse Midwives 

are designated as Health Workers (Female). Each such worker will work in an 
area consisting of a population of 5,000. Four such workers (male) will be 
supervised by a Health Assistant (Male) who is either a Sanitary Inspector, 
Smallpox Supervisor, Health Inspector, Malaria Inspector etc. and four health 
workers (female) will be supervised by a Health Assistant (female) who is 
either a Health Visitor or Public Health Nurse. The team of one male and 

one female health worker will provide a package of primary health care, includ- 
ing treatment of minor ailments and family planning services to the population 
of their respective areas, with facilities for referring cases to health 
assistants and primary health centres. A sum of Rs.2,000 per sub-centre for 
drugs has been made available to these multi-purpose workers. The expenditure 
as drug at PHC has been also increased to Rs.12,000 per annum as a part of 
Minimum Needs Programme. The scheme is planned to be implemented in a phased 
manner in the rural areas of the country. So far, training programme under 
mul ti-purpose workers scheme has been completed in 135 districts and another 
143 districts are likely to complete the training by September 1980. The 

‘ objective is to cover the whole country by 1982-83. 


2.3 A committee on "Medical Education and Support Manpower" reviewed the 
whole situation in 1973 and strongly recommended the speedy implementation of 
the multi-purpose workers scheme and introduction of a three-tier plan for 
heaith care of the villagers, with the community health workers in the village 
providing the base. It also proposed a plan for reorienting medical educa- 
tion towards the needs of the country, with emphasis being placed on community 
care rather than hospital care. 


Minimun Needs Programme - Its Components 


3.1 In order to give priority to the development of rural health services, 
Government introduced the concept of the Minimum Needs Programme during the 
Fifth Five Year Plan. The establishment of Primary Health Centres and Sub- 
centres, upgradation of Primary Health Centres and construction of buildings 
for PHCs/Sub-centres and staff quarters were included in the Minimum Needs 
Programme, The establishment of Sub-centres, which uptil now was a centrally 


aeany scheme under family planning programme was transferred to the State 
sector. 
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3.2 During the Fifth Five Year Plan, the health component of the Minimum Needs 
Programme consisted of the following: 


a. Establishment of one PHC for each Community Development Block. 
b. One Sub-centre for every 10,000 population. 


c. Making up of the deficiencies in buildings including residential 
quarters of the existing staff of PHCs and Sub-centres. 


d. Provision of drugs vzz. Rs.12,000 per annum per PHC and Rs.2,000 per 
annum per Sub-centre. The plan outlays would include only additional 


funds over and above the level of the expenditure being incurred by the 
end of Fourth Five Year Plan. 


e. Upgradation of one in every four PHs to 30 bedded Rural Hospital with 
specialised services in surgery, anaesthesia, medicine, obstetrics and 
gynaecology. This of course would be in apeiteion to the peeve and 
promotive health care programme. 


3.3 The position of the Primary Health Centres/Sub-centres, targets and — 
achievements during the Fifth Plan is indicated in the following table: 


TABLE 1 


MINIMUM NEEDS PROGRAMME - PROGRESS AND ACHIEVEMENT 
DURING THE FIFTH PLAN 


Sik Items under Minimum Needs Position FIFTH PLAN Percentage 
No. Programme at the Targets Achieve- Achieved 
beginning (Additi- ments 
of Fifth onal ) (Addi- 
Plan tional 
1973-74 (1974-79) (1974-78) 
1. Primary Health Centres 5,283 101. 117 105.9% 
fap Sub-centres 334509 10,317 4,606 44.6% 
3. Rural Hospitals - L293 314 24.3% 
4. Backlog of construction of 
PKs 
a. Dispensary buildings 
with staff quarters 602 918 218 23.7% 
b. Dispensary buiidings ; : : 
te 2 3,813 a2 13Z 23.9% 
c. Staff quarters only 1,154 S520 591 18.4% 


d. Backlog of construction 
of sub-centres 18 ,047 15,462 3,491 22.54 


(20 ee a ee 
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3.4 During the Fifth Plan it was planned to es _ pd apie meee 
-c for every l popula - 
sub-centres (to have one sub ee. viele: ay eee a 6 58 ee 


H itals (by upgrading 25 pe 
ee provide the specialized services in the rural areas besides making 
up the deficiencies in buildings, staff quarters, equipments and drugs at 


enhanced rates at these centres. As against these targets, sar phd 52 
upto 1977-78 have been dismal leaving considerable backlog in the — ee 
ment of upgraded hospitals and sub-centres. Likewise there was a Sige rz g 
in the construction work. The progress achieved in the construction Of sta 
quarters was minimum vig.18.4 per cent while in the other construction works, 


the achievement was 22 to 24 per cent only. 


4. Community Health Workers Scheme* 


4.1 In keeping with the objective to provide better health facilities to the 
rural population, with the involvement and participation of the Community 

Health Volunteers, a Scheme was launched on 2nd October, 1977. The scheme began 
with the training of community health workers in 733 selected primary health 
centres spread over the country. Structured around the central philosophy of 
"placing people's health in the people's hands", the Scheme envisages the 
provision of one community health worker for every village or community with 


a population of 1,000. 


4.2 The Government introduced the CHV Scheme in view of the recommendations 
of the Srivastav Committee and experience gained through large number of 
health projects tried successfully in different parts of the country. The 
objective of the scheme is to make both preventive and promotive primary 
health care facilities along with treatment of minor ailments, available to 
every villager... It is proposed that ‘or this purpose one community health 
worker will be provided for every one thousand population or approximately 
one per village. About 1,30,000 community health workers have been trained 
so far and are serving the rural population. 


5.  Stxth Five Year Plan - Revised Minimum Needs Programme 

5.1 During the Sixth Plan, under the Revised Minimum Needs Programme, it is 
pcoposed not only to eliminate the above mentioned shortfalls/backlogs, but 
also to extend the physical infra-structure in the rural areas as per 
following norms: 


a. Establishment of additional 178 PHCs. 


b. Establishment of one Sub-centre for every 5,000 population by 
1987-88 (71 per cent of the target is to be achieved by 1982-83). 


c. All uni-purpose workers in Primary Health Centres are to be converted 
into multi-purpose workers. 


: d. Two workers to be provided for every 5,000 population. 


ee 
*Now called as Community Health Volunteers Scheme. 
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e. One Community Health Volunteer to be provided in each of the village. 
f. One trained daz to be provided in every village. 


5.2 So far as the tribal areas are concerned, the Planning Commission has 
agreed in principle to provide one PHC for 20,000 population and a Sub- 
centre for 3,000 population in the tribal areas. 


5.3 The following table indicates the backlog as in the end of 1977-78 and 
the targets for the Sixth Plan (1978-83): 


TABLE 2 


MINIMUM NEEDS PROGRAMME —- BACKLOG IN 1977-78 
AND TARGETS IN THE SIXTH PLAN 


Sl. Items under Minimum Needs Position in the Backlog as Targets for 
No. Programme beginning of in the Sixth Plan 
the Sixth Plan beginning 
of Sixth 
. Plan 
1977-78 1977-78 1978-83 
E. Primary Health Centres 5,400 Nil 178 
2 Sub-centres 38), 125 5504S 38, 566 
& Rural Hospitals 35S 978 545 
4. Backlog of construction of 
PHC 
a. Dispensary buildings 820* 700)Full coverage of 
with staff quarters Yfunctional build- 
ings and composite 
b. Dispensary buildings only 3, 945% 420)buildings and 50% 


Jof staff quarters 


c. Staff quarters only 1, 745% 2,620 1,319 
(50% of backlog) 


d. Backlog of construction 
of Sub-centres 21,5330" 11,971 5,985 
(50% of coverage) 


*Position of construction in respect of units opened during Fifth 
Plan not available. 


5.3.1 So far (upto 30th September, 1979), 71 PHCs out of a target of 178 (as 
conveyed by the State) have been established. In other words, 39.8 per cent 


of the target has been achieved. Twenty-eight more PHCs are likely to be 
established by 3lst March, 1980. 
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5.3.2 In the Sixth Plan (upto 30th September, 1979), 8,094 Sub-centres ac oa 
been established against a target of 38,566. In other words, 20.9 per cen 

the target has been achieved. Three thousand one hundred and fourteen more 
Sub-centres are likely to be established by March 31, 1980. 


5.3.3 Cn 30th September, 1979 out of 5,471 PHCs in position, 3,643 (66.5 per 
cent) were with buildings. Out of 46,209 Sub-centres functioning, 21,538 are 
functioning with buildings at the beginning of present plan. During the Sixth 
Plan the target is to construct 50 per cent of the backlog t.e. 5,985 


buildings. 


5.3.4 During the Sixth Plan, 545 PHCs are to be upgraded to 30 bedded rural 
hospitals. At the end of the Fifth Plan, 315 rural hospitals were established. 
During the year 1978-79 and 1979-80, 344 rural hospitals have been sanctioned. 
The construction of buildings, posting of additional staff and provision of 
equipments for these new upgraded PHCs are in different stages of implementation 


5.4 The multi-purpose workers programme implementation is being toned up to 
progress a little ahead of the community health workers programme in order to 
provide an effective organisational and referral framework. It is envisaged 
that by the end of the Five Year Plan period 1978-83 there will be one male 
health worker and one female health worker for every 5,000 of the population. 
The integrated health care programme covering the various components of health, 
family welfare, nutrition, maternity and child health etc. witl be through 
these personnel specially trained for the purpose. 


5.5 The Primary Health Centres will serve as neighbourhood hospitals with 
referral linkage to 'intermediate' and district hospitals. In order to 
reorient medical education towards the needs of the country and community care, 
three primary healtii centres are being attached to each of the 106 medical 
colleges. 


6. Under the family planning programme 1,000 PHCs have been provided improved 
physical facilities and additional surgical equipment to undertake tubec tomy 
operations, MIP procedures, and to provide better services to obstetric cases. 
Three hundred ard twenty five sub-divisional level hospitals have also been 
provided additional beds and surgical facilities. ; 


Ws Beside the above infra-structure, there are large number of dispensaries 
providing medical care in the rural areas. It is estimated that there are 
about 11,000 such dispensaries of ayurvedic, unani, siddha and homoeopathy 
and about 5,000 dispensaries of allopathic system run by Government and local 
bodies. 


8. erspective Plan of the Government 


8.1 It is estimated that by the year 2000 A.D., the population of India would 
imctease to 917 million - 674 million rural and 243 million urban. The 
subsequent five year development plans of the country would take into account 
the need of health infra-structure required for the delivery of primary health 


care to this increased population. The health i = 
be as follows: infra~struc ture envisaged would 
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8.2 The Government has already accepted the policy of creating a band of 
voluntary health workers by training persons selected by the community under 
the Community Health Workers Scheme. It is proposed to train about 5.8 lakh 


CHWs during the present plan period 1978-83, so as to have one CHW for every 
village. 


8.3 The dats (indigenous birth attendants) training programme has already 
been intensified and it is proposed to train 5.8 lakh* dats by March 1983 so 
as to have one trained dati for every village. Realising that in large number 
of villages, there is more than one dai functioning at present and each daz is 
traditionally attached to only limited number of families, the dais training 
programme would be continued beyond 1983, with the aim of training all the 
dais practising in rural areas. 


8.4 It has been accepted to have a health sub-centre with one male and one 
female multi-purpose worker for every 5,000 rural population. There were 
about 39,000 sub-centres by the end of Fifth Five Year Plan (March 1978). A 
provision has already been made to have additional 38,000 sub-centres during 
the plan period 1978-83 and another 40,000 sub-centres during the plan period 
1983-88. Based on the present norms, country would need about 1,40,000 sub- 
centres by 2000 A.D. which would mean establishment of 23,000 additional sub- 
centres after 1988. 


8.5 The concept of having subsidiary health centres has not yet been adopted 
on an uniform basis. Every Primary Health Centre area has two-three or even 
more dispensaries of allpathic/ayurvedic/homoeopathic system. More and more 
such dispensaries are being opened. It is envisaged under the MPW Scheme to 
have one male and one fema}e health assistant at one out of every four sub- 
centres (one male and female assistant for 20,000 population). It was proposed 
under the Minimum Needs Programme during the Fifth Five Year Plan that all the 
dispensaries functioning in rural areas should be brought under the PHC 
Complex. 


Future subsidiary health centre envisaged would consist of staff of 
present dispensaries, one health assistant female, one health assistant male, 
and one male and one female multi-purpose workers. For this purpose, sub- - 
centres with headquarters of health assistants under the present expansion 
programme would first be located and integrated with the dispensaries presently 
functioning in rural areas. These subsidiary health cantres would undertake 
all the functions for about 25,000 population, which at present are being 
carried out from the PHCs. 


8.6 At present Primary Health Centres form the nucleus of providing health 
services in rural areas, These are about 5,471 PHCs functioning at present 

in the country, each covering a population between 30,000 to 1,25,000. It has 
been found that these PHCs are unable to provide adequate health coverage to 
such a large segment of population. The Planning Commission has already 
accepted in principle to establish additional PHCs from 1983 onwards in a 
phased manner so as to have one PHC for every 50,000 population. At present 
each PHC complex has two components ~ one health unit created under the 
original PHC pattern and a rural family welfare centre added under family 
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emcee 


welfare programme. No decision has yet been taken whether the new PHCs to 
be opened in future would also have a rural family planning centre attached 


to it. 
8.7 In order to provide back up referral services, it has been decided to 


upgrade one out of every four PH¢s or a sub-district hospital into a rural 
hospital, with 30 beds and common specialities of surgery, obstetric and 


gynaecology and paediatrics. 


100 


CHAPTER 2 


Strategy 


1m While assessing the capacity of Proposed health infrastructure to provide 
health for all and working out the health organisation required to achieve the 


ultimate goal of effectively providing primary health care to the community, 
the Group followed the following guiding principles: 


1.1 The urban poor and slum dwellers are in as much need of primary health 
care services as the population in rural, tribal and hilly areas. While the 
successive two-year development plans took special care to provide a systematic 
_health organisation for rural areas, no such plans were followed in case of 
building up a health organisation for urban areas. 


1.2. A vast network of health infrastructure has been built up during the- 
last thirty years and as such it would be unwise to make any drastic depar- 
ture and suggest a new set up. On the other hand it would be possible to re- 
‘vamp the infrastructure already established to suit the future needs. 


1.3 Ina vast country like ours it would not be possible to stick to a rigid 
pattern, and as such any health organisation proposed should have enough 
facilities for adoption in different areas of the country; at the same time it 
should be enough rigid as far as basic principles and achievement of ultimate 
objectives are concerned. 


1.4 For sometime to come, high incidence of malarial and infant mortality, 
family planning, environmental sanitation, malaria, tuberculosis, leprosy and 
the other communicable disq@ses and diarrhoeal diseases would continue to be 
the major health problems of the country. Any health organisation should be 
effective in tackling these health problems, at the same time should be 
adoptable €nough to meet any health challenges of the future. 


1.5 The proposed health organisation should be within the means and financial 
resources of the country. 


1.6 The health organisation must have the faith and confidence, through its 
active involvement and participation. 


1.7 Para-professionals, auxiliaries and community health workers are capable 
of shouldering much greater responsibilities and as such full use should be 
made of their potential. 


1.8. There is absolute need to re-organise the Directorate General of Health 
Services, State Directorate of Health Services and District level health 
organisations to provide effective leadership. 
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powers should be delegated to peripheral organisations. 


1.10 The preventive and promotive aspects of health care should be ——— 
with all the institutions which are only providing medical care at present. 


1.11 Voluntary and private health sector has an important role to play am as 
cael full advantages should be taken of tneir potentialities. 


1.12 Provision of strong back up referral services is essential to have the 
community's confidence in the primary health care delivery organisations. 


1.13 In spite of its best efforts and intentions, it would not be possible 
for Government alone to provide all the financial requirements under present 
state of country's economy, as such community must share some of the cost of 
health care delivery. 


1.14 Health institutions of all systems and trained manpower available under 


different systems of medicines should be fully involved in the delivery of 
primary health care. 


1.15 The cost of health organisation can appreciably be brought down with the 
adoption of appropriate technology. 


1.16 In order that the medical profession provides dynamic leadership to the 
whole health team, and pays special consideration to the health needs of 
weaker section of the community irrespective of their paying Capacity it is 


inescapable that private practice by the doctors in government service is 
banned. 


1.17 A programme of continuing education is essential to keep the whole health 
team effective and efficient. 


1.18 Health education of the community cannot be a sole responsibility of the 


health functionaries or health organisations. It should form an integral part 
of all formal, informal or functional educational programmes, 


2. Health Organisation 


2.1 Village Level 


2.1.1 The group feels that certain minimum basic facilities must be made 
available in every village to provide 


- Treatment of minor ailments 
- First-aid during emergencies and accidents 


- Health education about environmental sanitation and personal hygiene 
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Education and motivation about family planning 


Distribution of Conventional Contraceptives 


Preventive measures against communicable diseases 


- Ante-natal, peri-natal and post-natal services 


Nutrition education 


- Infant and child care 


Any other local health needs 


92.1.2 It would have been ideal if each village could have a health post with a 
male and a female health auxiliary. However, keeping in view the trained 
manpower required and its financial implications, it may not be possible to 
achieve this goal within the next 20 years. It would need the immediate 
needs of the community if someone from the community is trained to provide 
these services on part-time basis. 


2.1.3 Some of the required services are at present being provided by the 
community health volunteers. This scheme needs all the encouragement and 
further expansion to cover all the villages in the country. However, 
realising the socio-economic variations in different States/Union Territories 
of the country and the fact that certain States and Union Territories have not 
agreed to implement the CHV Scheme, the Group is of the view that States/ 
Union Territories may be given the flexibility in working out the details 

of the scheme, as large as the basic principles of services to be provided, 
availability of ‘the services all the time and involvement of local community 
in any arrangement proposed for this purpose, are not compromised. The 
sthene should be implementable within the resources available. It was also 
felt that rendering such type of services through mobile service team would 
not meet the health needs of community, which are likely to be more concerned 
with the curative service and are not likely to be useful for preventive and 
promotive health aspects. 


2.2 Sub-Centre Level : 
2.2.1 According to the plan of the Government of India, it is proposed to have 
one sub-centre with one male and one female multi-purpose worker for every 
5,000 population. Though there are large number of studies to indicate that one 
sub-centre for 5,000 population is inadequate to meet the health requirements 
of the community, the Group is of the view that keeping in mind the large 
number of the additional sub-centres whith would be required to be established 
even to achieve this nom, any suggestion to have large number of sub-centres 
may not be practical. However, the ultimate aim should be to have one sub- 
centre for 2,000-2,500 populatiun and sincere efforts should be made to increase 
the number of sub-centres once the presently fixed norm at one sub-centre for 
5,000 population in general and one sub-centre for 3,000 population in tribal 


and hilly areas is achieved. 


h unit and first contact point 


, i healt 
2.2.2 The Sub-centre is the most peripheral ne ouch 4¢ hes @ PElaee 


i health set up, 
the community and Government al 
eee providing primary health to the population. Government realising 


i iority to them by including the 
i f sub-centres has given a high pr 

See eiatment of sub-centres under the revised minimum needs ih gat pol 
: ent plan envisages establishment of over 36,000 sub-centres during 
ate pe : 40,000 sub-centres during the plan period 


iod 1978-83 and another 
Seer rn achieve a norm of one sub-centre for 5,000 population by 1988. 
aly the progress in this direction, inspite of the high priority given 


by the Goverment is rather disappointing, and it is doubtful that with the 
present pace the number of the sub-centres planned, would be established. 


2.2.3 The difficulties in establishing sub-centres am their effective 
working are well known. Under the circumstances, the Group suggests the 
following procedures to be adopted for the establishment of new sub-centres: 


i. First the new sub-centres be established with existing dispensaries 
(allopathic/ayurvedic/unani/siddha/homoeopathic) ; 


ii. The States may be requested to decide the Group of villages to be 
covered by each new sub-centre; 


iii. The community of these groups of villages should be requested to 
select and recommend suitable men and women belonging to one of these 
villages for training as MPWs; 


iv. These candidates recommended by the community should be trained and 
permanently posted as MPWs in their own village; and 


v. The sub-centre should be located in the village to which the MPW 
(female) belongs, and the community should be asked to provide the 
building for the sub-centre. The Government should provide an 
assistance of Rs.15,000 to the village for this purpose. 


2.4 The advantages of adopting these procedures for establishing new sub- 
sntres are likely to be: 


a. full involvement of the community ; 


b. getting over the problem of female MPWs as the woman would be 
belonging to the same village, she would be having her own residence 
and would be fully secured working in her own people; 


c. the unit cost would come down, as there would be no need to construct 
residence portion of sub-centre. There is likely to be further 
saving as it may not be necessary to provide a part-time attendant 
to the MPW (F) for accompanying her during her field visits; and 


d. the suitable sites for constructing sub-centres would be easily 
available and buildings. would also come up fast, as they would be 
constructed by local community and would be considered as their own. 
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The community would be also more interested in maintenance of these 
buildings. 


2.2.5 The Group also feels that the MPW (F)/ANMs are trained and are capable 
of rendering much better services to the community than they are doing now, 
provided necessary facilities are extended at the sub-centres which should be 
strengthened by the following facilities: 


i. Adequate provisions for linen, dressings and facilities for auto- 
cleaning and sterilization of equipment, so that duties may be 
conducted by proper specific procedures; 


ii. Facilities for doing IUD insertion; 
iii. Practical demonstration for nutrition education; 


iv. Adequate quantity of drugs and dressings to provide treatment of 
minor ailments; 


v. Weighing machines, educational material, record forms and registers 
etc.; and 


vi. Proper sub-centre building to carry out above functions (g roup 
learns that no provision has been made to construct buildings at the 
additional sub-centres proposed to be established during 1978-83). 


2.3 Intermediate PHC Level 


2.3.1 The Government has already decided to have one primary health centre 
for 50,000 population in the plains and one primary health centre for 20,000 
population in tribal and hilly areas. According to these norms about 14,500 
sub-centres would be required by 2000 A.D. or in other words an additional 
9,000 primary health centres to be established in the next 20 years. The 
setting up of new primary health centres is proposed to be undertaken from 
the year 1983 onwards. 


2.3.2 There are about 11,000 dispensaries of indigenous systems of medicine 
and 5,000 dispensaries of allopathic system providing medical care services 
in the rural areas at present. Though there has been no plan of establishing 
all the dispensaries and they do not form a component of the Government's 
Minimum Needs Programme, the clamour and demand for curative services has led 
to opening large number of these dispensaries irrespective of any systematic 
approach. These dispensaries are in no way either linked with the sub-c entres 
below or to the primary health centres above. They are functioning in 
isolation and do not provide any preventive, promotive and rehabilitative 


health services. 


2.3.3 The Group feels that instead of opening new primary health centres 
which would require large financial allocations all the existing dispensaries 


in rural areas should be upgraded to primary health centres to achieve the 
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phase all the PHCs which cover more than 50,000 population should have anothe 


2.3.4 The Group is also of the opinion that the working of the present PH’s 
can further be improved and service facilities increased particularly in 
respect of Maternal and Child Health services for MIP, male and female 
sterilisation, attending to simple complications in obstetrics cases and in 
respect of laboratory services. For this purpose it would be necessary to 
provide additional facilities at the existing primary health centres and to 
get the medical officers and other auxiliary staff trained for the purpose. 


2.4 Upgraded Primary Health Centres 


The Government has accepted the need to upgrade 25 per cent of the Primary 
Health Centres into upgraded PHCs to provide first point of referrals. It is 
estimated that on the present accepted ratio of one upgraded PHC out of every 
four about 3,700 Primary Health Centres would require to be upgraded. The 
Group also took into consideration that at present there are about 2,000 
hospitals functioning at the sub-district level (sub-divisional/tehsil/talugq 
hospitals). These hospitals to some extent have got facilities varying from 
area to area. It is felt that the communication between these hospitals and 
Primary Health Centres in the rural areas are much better than between PHC to 
PHC. Further providing necessary additional inputs in these sub-district 
hospitals to make them effective as a first referral would be much cheaper 
than to upgrade the Primary Health Centres. As such the Group strongly feels 
that instead of upgrading the Primary Health Centres the existing sub-district 
hospitals may be provided additional inputs to bring them at par with the 
proposed upgraded PHC. However, for the additional number of upgraded PHC 


required and in places where sub-district hospital does not exist one of the 
Primary Health Centre may be upgraded. 


2.5 District Level 


2.5.1 The District Level Health Organisation has been developed piece-meal 
according to the needs of the individual programme in past. There is a 

uniform set up at the district level irrespective of the size of the district 
or the number of PHCs located thereunder. With the integration of the services 
and their expansion, Group feels that the District Health Organisation needs 

to be reorganised on the basis of the number of PHCs covered by it and staffi 
pattern rationalised to provide greater supervision and technical guidance. i 
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HEALTH ORGANISATION - DISTRICT LEVEL AND BELOW 


CHIEF MEDICAL OFFICER DISTRICT 
LEVEL 


DISTRICT HOSPITAL 
DEPUTY CHIEF MEDICAL OFFICERS TEHSIL 
LEVEL 
SUB-DIST. HOSPITAL 
BLOCK MEDICAL OFFICERS BLOCK 
LEVEL 


PHCs MEDICAL OFFICERS S.D.H.CM.0.S 


SUB-CENTRES SUB-CENTRES 
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ranisation of the district level health 


: di the rev 
2u322 While recommends owing criteria into consideration: 


set-up the Group has taken the foll 


t level Health Organisation is according to the size of the 


. The distric 
; ing the criterion. 


district, number of PHCs be 


2 The technical staff is engaged more in technical supervision than in 
the administrative work. 


3. The field level supervision from district level is strengthened. 
4 Nother technical staff beside the doctor is given greater responsibility. 


5. Mass Media, education and motivation activities for FW and MCH and 
health education activities are strengthened. 


6. The job responsibilities of each district level functionaries are 
clearly redefined. 


7. The existing district level staff is better utilised and streamlined, 
without appreciably increasing financial liability either for the 
Central or State Governments. 


8. The proposed district level organisation is in line with the accepted 
policy on multi-purpose workers scheme and is able to provide greater 
support for the success of these schemes. 


2.5.3 Under the Multi-Purpose Workers Scheme, it has been suggested to the 
States to have integrated set-up at district level by having a Chief Medical 
Officer of the district with three Dy. (existing Civil Surgeons, District 
Health Officers and District F.W. Officers) with each of the Dy. CMOs being 
incharge of one-third of the district for all the Health, F.W. and MCH 
programmes. 


2.5.4 The Group recommends that the District Level Health Organisation for 
district having eight or less PHCs should be as given on page 109. 


For the districts with more than 8 PHCs, Group is of the opinion that 
besides the organisation suggested for the districts with eight or less 
PHCs, the following additional staff should be provided for each State of 
eight or less PHCs: 


. Dy. Chief Medical Officer 
Public Health Nurse 
Extension Educator 

Senior Sanitarion 


WN 
i 
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5. Malaria Inspector 1 
6. Projectionist L 
7 Bepee. 1 
: Shec. 1 
9. Driver 1 
10. Peon i 
1l. Vehicle 1 


2.5.5 These units should function from the sub-district level, for effective 
control and supervision. 


2.5.6 At present the district level organisation is financed under different 
schemes. It is recommended that while the present financing pattern may 
continue, the marginal financial implications of the suggested re-organised 
pattern may be met on 50:50 basis by the Central and State Governments. 


2.6 State and Central Level 


2.6.1 The State Directorate of Health Services and Directorate General of 
Health Services at Central level were organised keeping in view the develop- 
ment of vertical programmes. With the integration of services at the peri- 
pheral level it seems necessary now that the Directorate of Health Services 
and Directorate General of Health Services are re-organised to provide 
effective guidance and to monitor the development of health services in a 
coordinated manner. The Group feels that all the health services should be 
headed by one Chief Director of Health Services. The tendency in certain 
States to have separate Directors for Health and Medical Services and 
Medical Education is not conducive to effective and coordinated functions. 
The Directorates are functioning in most of the cases on the basis of indi- 
vidual and not on the basis of activities. This has resulted in each programme 
section carrying on the same type of activities in parts with not a little 
coordination. This type of functioning beside being costly and wasteful 
adversely affects the smooth functioning of district and other peripheral 
units. 


2.6.2 The Group recommends the re-organisation of Directors of Health Ser- 
vices and Directorate General of Health Services on activity basis. The 
general pattern of this organisation suggested fe_to have in directorates, 
divisions, each headed by an Additional Joint Director and assisted by other 
Junior Officers. 
i. Budget 
ii. Planning 
iii. Health Manpower Development and Training 


iv. Health Information and Intelligence 


v. Transport 
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vi. Administration and Establishment 


vii. Purchases and Supplies 


viii. Services and Programmes 


2.6.3 Services and programme division should be headed by the officer next 
only to the Director. All the programme officers/inchargés of individual pro- 
grammes/specialists should be part of the services and programme. division. 
This would ensure proper coordination amongst the various programmes, which 
are to be implemented by common functionaries in the field. This would also 
ensure proper priorities and balance among various programmes and avoid 


excessive emphasis on any one programme at the cost of other. 


3. Training 


3.1 While reviewing the training facilities and training programmes for 
various categories of health workers and health administrators, the Group 
feels that there is a need for strengthening training programmes and 


recommends that: 


i. There is an immediate need for including the administrative and manage- 
ment aspects in various training curriculum. As none of the staff has 
yet been exposed to this type of training, the training load is ex- 
ceptionally heavy. In order that these elements of training are integ- 
rated with the present training programmes, the various basic and 
orientation training centres should be suitably strengthend to have 
training faculty for these aspects of training. 


ii. Similarly, district and block level staff responsible for educational 
activities did not have any worthwhile training uptil now in techniques 
of communication and health education. Most of the Central Training 
Institutes and Health and Family Welfare Training Centres are ill- 
equipped to impart this type of training. These Centres should immedi- 
ately be strengthened by providing necessary facilities and faculty 
for imparting training in communication and health education. 


iii. Large number of multi-purpose workers (male) would have to be trained 
to meet the requirement of one worker for every 5,000 population. There 
is no basic training programme for these workers. It is necessary 
that required basic training facilities are created by establishing 
new training schools for MPWs (male), so that required number of 
trained workers are available to have one MPW (male) for every 5,000. 
population by the end of 1987. 


iv. The training programmes for various health functionaries needs to be 
multi-disciplinary, constantly reviewed, modified and strengthened. 
These functions must be taken over by certain selected institutions 
It is desirable that some of the Central Training Institutions are ; 


reorganised and converted into "Institutions of H 
; ea " 
with following functions: 1th Sciences", 


. a. Undertake training programmes for all the categories of health 
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personnel, to review, modify, strengthen the existing training 
programmes and to provide feedback; 


b. Participate in planning, implementation and evaluation of basic 
training programmes; 


c. Undertake training of the trainers and provide guidance to the 
peripheral training institutions; 


d. Development of training methodologies, training aids and 
materials; 


e. Operational research studies on Primary Health Care system and 
in training and utilisation of Primary Health Care Workers; 


f. Evaluation of the impact on Primary Health Care services on the 
health status of the community;. 


v. The leadership of the health team is in the hands of the Primary 

Health Centres. Medical Officers, who are ill-equipped to shoulder 
this responsibility in the absence of any administrative and manage- 
ment training during their medical studies. Therefore, it is 
desirable to have a pre-service training programme for the doctors, 
freshly recruited for posting at the Primary Health Centres. 


vi. The Group noted with concern the lack of appreciation of. community 
health problems among the district, State and Central level health 
administrators. This is particularly so, when an officer from the 
curative disciplines is straightaway promoted as health administra- 
tor by virtue of his seniority in service. The Group strongly re- 
commends that all the health administrators should be exposed to a 
staff college-type training in health administration before taking up 
their new assignments. Such type of course should be carefully drawn 
out and should be a regular activity of National Institute of Health 
and Family Welfare, New Delhi; and All India Institute of Hygiene & 
Public Health, Calcutta. 


3.2 Continuing Education 


The need and importance of continuing education for all categories of 
health personnel cannot be over-emphasised. Unfortunately, there is no pro- 
vision for the continuing education of most of the health personnel. The 
programme drawn out by the Ministry for the continuing education of multi- 
purpose health workers and community health volunteers is also not being 
implemented to the desired extent. The Group recommends that the Government 
should ensure the implementation of the existing programme and in addition 
should work out a scheme, so that the basic training institutions take up 
the continuing education programme as 4 part of their normal functions. This 
can be done with only addition of certain physical facilities in the existing 
institutions. For this purpose the Group recommends: 


a. Continuing education of CHVs, dat and MPWs (male) should be a regular 
function of PHCs staff on the lines already suggested by the Government. 
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should be given 10-15 days conti- 
isting ANM and Professional Train- 
kload of 100-150 candidates 
tches of 10-15 for this 


b. ANMs and Health Assistants (female) 


nuing education every year in the ex 
ing Centres. Each centre would have a wor 
every year. The candidates may -be taken in ba 


purpose. 


Training Centres and Health and 
. The services of Sanitary Inspectors 
; cotta Welfare Training Centres should be utilised for the continuing 


education of Health Assistants (Male). 


d be entrusted with continu- 
d. Similarly, all the medical colleges shoul 
ing education of medical officers of PHC, which may be of about 15 days 


duration every year. 


3.3 Besides the health personnel in public sector, the health personnel work- 
ing in private and voluntary sector also needs continuing education. It is 
suggested that the government should encourage and support the various pro- 
fessional organisations/councils/associations to undertake such activities. 
The facilities of public sector, should also be made available , to these 
personnel, wherever possible. 


4. Referral System 

4.1 To ensure that the peripheral health personnel/organisatton enjoys the Ka 
confidence of the community, it is essential that it is given the support of 
higher level health personnel/organisation, which have the technical knowledge 
and technology which is too complex or costly to be available routinely through. 
primary health care. While some sort of referral system does exist between peri- 
pheral workers and PHCs, either there is no linkage between PHCs and higher 
institutions, or the linkages are so weak that they are ineffective and fail 

to carry the confidence of the community. The higher health institutions 

at sub-district, district, regional, State and Central level should review the 
functioning and prepare themselves to provide necessary facilities to the 

cases referred from peripheral institutions. It would be desirable if the 
procedures of referrals at each level are clearly laid down and referral 
services become the most important functions of these institutions. 


4.2 In order to have the best utilisation of limited specialised institutions 
in the country, the Government should seriously consider declaring certain in- 
stitutions exclusively for referral services. This will ensure that their 

facilities and expertise is available only to those, who really need them, and 


are not wasted on providing services to those, who can get required services 
at other lower levels. 


4.3 The transportation of the patients to and from referral has to be properly 
organised, making the most of the available facilities. 


4.4 It should be emphasised that referral is a two-way process and that the 
retention of patients in a referral institution should be as brief as possi- 
ble. There would be large number of referrals, which require only cercain 

investigations, diagnosis and line o! treatment, which can be carried out at 
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Primary Health Centres with guidance concerning the further care required. 
It would be desirable if all higher level institutions keep few days in a 
week specifically for attending to the referral cases, so that they can be 


examined, investigated and referred back to the referring institution by the © 
same day. 


4.5 The referrals should not be automatic to the next higher level, instead 
the referring institution should be free to refer the cases, to the insti- 
tution, which in their opinion has the necessary facilities for providing 
competent services, required by the case. The Group recommends the referral 
linkages as given in the flow-chart hereunder and suggests the formalisation 
through appropriate administrative orders. No doubt certain institutioéns would 
need additional inputs to be effective as referral institutions, but the Group 
feels that within the limited resources first priority should be given to put in 
position the peripheral organisation required for providing the primary health 
care and strengthening of district hospitals and higher level institutions 
should be taken up only if and when the resources permit such strengthening 

_ after meeting the needs of peripheral organisation. 


REFERRAL SYSTEM 


C.H.Vs. DAI 


M.P.W. - SUB-CENTRE 


P.H.C. 


UPGRADED P:H.C. S.D. HOSPITAL 


Ske. le 


DIST. HOSPITAL 


TEACHING STATE HOSPITAL 


SPECIAL 
HOSPITALS 
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5. Pinaneing the Health Services 


5.1 The Group while considering the Health Services Organisation has been 
throughout guided by the fact that any organisation recommended should Bhi 
implementable without too much disturbing the existing structure. It sho 

be also within the means and resources which can be mobilised. Keeping this in 
view, the Group has even suggested changes in the accepted plan of the 
Government in setting up sub-centres, primary health centres and upgraded 

PHCs. Inspite of these precautions and considerations, it is extremely doubt~ 
ful that the present pattern of resource allocations can establish a minimum 
health organisation considered absolutely essential to meet the basic health 
needs of the community by 2000 A.D. This would also mean setting up of the 
health service organisation at least by the year 1990, so that it gets at 

least 10 years to bring about necessary changes in the health status of the 
community in next 10 years. No doubt the primary responsibility of providing 
health services to the people is that of the Government. It seems that under 
the present socio-economic conditions, it may not be possible for the Govern- 
ment alone to take up the total responsibility. The Group feels that inspite 
of these constraints the objectives of Health for All by 2000 A.D. are achieve- 
able with the active involvement of voluntary and private sector, maximising 
the resources, making the affording section of the community to share some 

of the cost, and selective approach so that the needs of vulnerable group 

of population and those who cannot afford are met first. In this regard, the 
Group recommends the following measures for the consideration of the Government: 


5.2 For Maximising the Available Resources 


i. Integration of health services organisation on the basis of activities 
instead’ of on the basis of individual services/programmes. 


ii. Bringing similar components of the programme/organisation under one 
budget head, like MPWs, sub-centres etc. This would improve the effi- 
ciency of the organisation and much time at present wasted on adminis- 
trative procedures, can be better utilised for programme development. 


iii. Bringing down the cost of construction and equipment by the use of 
locally available material. 


iv. Restricting the free availability of medicines from PHC upwards only 
under National Health Programmes, to vulnerable group of population 
and in cases of accidents and emergencies. As an alternate only 
certain basic medicines are made available at each level, and 
others may be purchased by the patient. 


5.3 Community Resources 


i. Requiring the community to contribute towards the construction of 
sub-centres, subsidiary health centres, PHCs and upgraded PHCs. This 
contribution may be in the form of free land, manpower, cost of 
material, equipment etc. In fact many States are already taki 
community's contribution in oue or the other forms. " 
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Charging nominal fee for investigations, diet provided in hospitals, 
medicines. 


Providing paid services, indoor and outdoor, to affording persons in 
public hospitals, without any part of such income going to the staff. 


Charging nominal fee from every new out-patients and indoor patients. 
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